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RULES. 


1.  The  name  shall  be,  "Academy  op  Medicine  in  Ireland." 

Constitution. 

2.  The  Academy  shall  consist  of  Fellows,  Honorary  Fellows,  Members,  and 
Student  Associates. 

Management. 

3.  The  affairs  shall  be  managed  by  a  Council,  consisting  of  the  President, 
the  four  Presidents  of  Sections,  the  General  Secretary,  the  Treasurer,  four 
Secretaries  of  Sections,  and  eight  Councillors,  being  two  representatives  from 
each  Sectional  Council. 

Meetings. 

4.  The  Meetings  shall  be  General  and  Ordinary. 

Publication  of  "  Transactions." 

5.  The  "  Transactions"  shall  be  published  by  the  Council,  subject  to  the  pro- 
visions hereinafter  contained. 

Original  Fellows  and  Members. 

6.  All  the  Members  of  the  present  Societies  (Surgical,  Medical,  Obstetrical, 
and  Pathological)  shall  be  Original  Fellows  or  Members,  without  entrance  fee, 
on  payment  of  the  annual  subscription  on  or  before  31st  December,  1882. a 

Fellows. 

7.  Fellows  of  the  King  and  Queen's  College  of  Physicians  in  Ireland,  and  of 
the  Royal  College  of  Surgeons  in  Ireland,  shall  be  admitted,  without  ballot,  on 
payment  of  the  entrance  fee  and  the  subscription  for  the  current  year.  All 
others,  being  registered  Medical  Practitioners  not  directly  or  indirectly  engaged 
in  the  sale  of  drugs,  shall  be  proposed  by  two  Fellows,  and  elected  by  ballot  by 
the  Council. 

8.  Candidates  shall  be  proposed  at  one  Meeting  of  the  Council,  and  balloted 
for  at  the  next ;  one  black  bean  in  four  to  reject. 

Privileges  of  Fellows. 

9.  Fellows  only  shall  be  eligible  for  office  in  the  Academy.  They  shall  have 
the  privilege  of  attending  all  Meetings  of  the  Academy,  of  making  Communi- 

*  Those  who  have  paid  a  Life  Subscription  to  any  of  the  above  Societies  will  be  admitted  to 
the  privilege  of  Fellows  on  payment  of  Member's  subscription. 
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cations,  and  of  voting  and  speaking  at  such  meetings.     They  shall  also  receive 
a  copy  of  the  "Transactions." 

10.  These  privileges  shall  not  be  exercised  by  any  Fellow  in  arrear  with  his 
subscription. 

Honorary  Fellows. 

11.  Honorary  Fellows,  limited  in  number  to  25,  may  be  nominated  by  the 
Council,  and  elected,  on  motion  at  a  General  Meeting  of  the  Academy  by  a 
majority  of  at  least  two-thirds  of  those  present  and  voting. 

Members. 

12.  Any  Registered  Medical  Practitioner  may  be  elected  as  a  Member,  the 
election  to  be  conducted  in  the  same  manner  as  that  of  Fellows. 

Privileges  of  Members. 

13.  Members  shall  have  the  privilege  of  attending  the  Ordinary  Meetings  of 
the  Academy,  of  making  Communications,  and  of  taking  part  in  debate.  They 
can  purchase  the  "  Transactions  "  at  cost  price. 

Student  Associates. 

14.  Registered  Medical  Students,  of  the  third  or  subsequent  years,  may  be 
elected  as  Student  Associates  in  the  same  manner  as  the  Members. 

15.  Student  Associates  shall  have  the  privilege  of  attending  the  ordinary 
Meetings  of  the  Academy. 

Annual  Subscription. 

16.  Fellows  shall  pay  £2  2s.,  and  Members  £1  Is.  Student  Associates  shall 
pay  5s.  The  Subscription  shall  become  due  on  the  1st  of  October  in  each  year, 
and  if  the  Subscription  be  not  paid  on  or  before  the  first  Meeting  in  February, 
the  defaulter  shall  cease  to  belong  to  the  Academy,  unless  the  delay  shall  be 
accounted  for  to  the  satisfaction  of  the  Council.  No  Fellow  shall  vote  at  the 
Annual  General  Meeting  who  has  not  paid  his  subscription  for  the  year. 

Entrance  Fee. 

17.  After  admission  of  Original  Fellows,  all  Fellows  shall  pay  an  entrance 
fee  of  £1  Is. 

Council. 

18.  The  Council  shall  meet  on  the  first  Wednesday  in  the  month  throughout 
the  Session,  or  oftener  should  they  see  occasion  ;  five  to  form  a  quorum. 

19.  Notice  of  all  Extraordinary  Meetings  shall  be  transmitted  by  the  Secre- 
tary to  every  Member  of  the  Council.  The  President  or  any  five  Members  of 
Council  may  call  an  Extraordinary  Meeting  of  the  Council.  The  Council  shall 
determine  questions  by  vote,  or  division  if  demanded,  the  President  having  a 
casting  vote  only.  Any  regulation  of  the  Council  shall  have  the  force  of  a  law, 
until  submitted  to  the  next  General  Meeting.  The  Council  shall  have  the 
power  of  filling  up  any  vacancies  which  may  occur  in  the  list  of  Officers  of  the 
Academy,  except  that  of  President,  before  the  Annual  General  Meeting. 
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Sectional  Councils. 

20.  There  shall  be  four  Sectional  Councils  elected  by  the  Annual  General 
Meeting  in  October,  termed  respectively — the  Surgical,  the  Medical,  the  Obste- 
trical, and  the  Pathological,  Council. 

21.  No  Fellow  shall  be  eligible  as  a  candidate  for  election  on  more  than  one 
Sectional  Council. 

22.  Each  Sectional  Council  shall  consist  of  the  President  of  the  Section  and 
ten  Members,  one  of  whom  shall  act  as  Secretary  to  the  Section. 

Meetings  of  Sectional  Councils. 

23.  Each  Sectional  Council  shall  meet  on  a  fixed  day  at  least  one  week 
before  the  Ordinary  Meeting  of  their  Section,  three  to  form  a  quorum. 

Powers. 

24.  Each  Sectional  Council  shall  have  the  power  of  making  any  such  arrange- 
ments as  it  thinks  necessary  to  carry  on  the  work  of  the  Ordinary  Meetings 
which  are  under  its  charge,  provided  that  such  arrangements  do  not  interfere 
with  the  general  laws  of  the  Academy  ;  and  any  Pules  laid  down  by  such 
Council  shall  have  the  force  of  laws  at  the  Ordinary  Meetings  under  its  charge, 
until  submitted  to  the  General  Council. 

25.  Each  Sectional  Council  shall  have  the  power  of  filling  up  any  vacancies 
that  may  occur  among  its  Members  until  the  Annual  General  Meeting. 

Committee  of  Reference. 

26.  The  Council  shall  appoint  a  Committee  of  Reference,  to  report  upon 
morbid  growths  and  other  specimens  exhibited  before  the  Academy  ;  of  this 
Committee  the  Exhibitor  shall,  for  the  occasion,  be  a  Member. 

Officers. 

27.  A  President  to  be  elected  by  the  Annual  General  Meeting  in  October, 
and  to  hold  office  for  three  years. 

28.  The  Presidents  of  the  Colleges  of  Physicians  and  Surgeons  for  the  time 
being  shall  be  the  Presidents  of  the  Medical  and  Surgical  Sections.  The 
Presidents  of  the  Obstetrical  and  Pathological  Sections  shall  be  elected  by  the 
Fellows  at  the  Annual  General  Meeting  in  October. 

29.  One  General  Secretary  to  be  elected  at  the  Annual  General  Meeting. 

30.  One  General  Treasurer  to  be  elected  at  the  Annual  General  Meeting. 

31.  One  Honorary  Secretary  for  Foreign  Correspondence  to  be  appointed  by 
the  Council. 

32.  The  Councillors  for  each  Section  to  be  elected  at  the  Annual  General 
Meeting  in  October.  Each  Sectional  Council  shall  elect  two  Members  to  act 
on  the  General  Council. 

33.  Two  Members  in  each  Sectional  Council  shall  retire  annually,  and  be 
ineligible  for  re-election  for  one  year. 

34.  Four  Secretaries,  one  for  each  section,  to  be  appointed  by  the  Sectional 
Councils. 
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35.  That,  at  all  elections  after  the  year  1882,  each  Fellow  desirous  of  serving 
on  a  Sectional  Council  shall,  at  least  one  fortnight  before  the  Annual  General 
Meeting,  forward  an  application  to  the  General  Secretary  to  enter  his  name  on 
the  list  of  candidates  for  the  office  of  Councillor  of  a  Section. 

36.  That  all  elections  shall  be  by  ballot. 

Duties  of  Officers. 

37.  The  President  shall  preside  at  the  Annual  and  Special  General  Meetings 
and  at  General  Council  Meetings.  In  the  absence  of  the  President  the  senior 
Member  of  Council  then  present  shall  preside. 

38.  The  Presidents  of  Sections  shall  preside  at  the  Ordinary  Meetings  of  the 
Academy,  and  shall  also  preside  at  the  Sectional  Council  Meetings.  In  the 
absence  of  the  President,  the  senior  Member  of  the  Sectional  Council  present 
shall  preside. 

39.  The  General  Secretary  shall  attend  all  General  Meetings  of  the  Academy 
and  General  Council.  He  shall  take  minutes  of  such  meetings,  to  be  read  at 
the  following  meeting. 

40.  He  shall  receive  and  have  charge  of  all  papers  intended  for  publication 
in  the  "Transactions  "  of  the  Academy,  after  they  have  been  handed  over  to 
him  by  the  Secretaries  of  the  several  Sections. 

41.  He  shall,  on  receiving  notice  from  the  Secretary  of  a  Section,  send  out 
to  all  the  Members  notices  of  the  title  or  titles  of  the  paper  or  papers  for  the 
next  Ordinary  Meeting,  with  the  name  or  names  of  the  authors,  and,  so  far  as 
possible,  of  the  subjects  for  Exhibition,  with  the  names  of  the  Exhibitors. 

42.  He  shall  arrange  for  the  Exhibition  of  specimens  and  the  reading  of 
papers,  which  are  forwarded  to  the  Academy  by  those  who  are  absent,  or  are 
not  members. 

43.  The  Treasurer  shall  receive  all  moneys,  and  lodge  the  same  in  bank  to 
the  account  of  the  Academy,  and  all  cheques  shall  be  signed  by  the  Treasurer 
and  one  other  Councillor. 

44.  The  Accounts  shall  be  audited  by  two  Fellows,  not  Members  of  Council, 
to  be  appointed  by  the  President  at  some  meeting  previous  to  the  Annual 
Meeting. 

Duties  of  Secretaries  of  Sections. 

45.  To  attend  the  Meetings  of  the  Council  of  the  Section  and  the  Ordinary 
Meetings  of  the  Academy,  under  the  management  of  said  Council,  and  to  take 
minutes  at  such  meetings,  to  be  read  at  the  next  following  meeting  of  that 
section. 

46.  To  keep  such  papers  as  the  Sectional  Councils  deem  worthy  of  publi- 
cation, for  the  purpose  of  handing  them  over  to  the  General  Secretary. 

47.  To  inform  the  Secretary  of  the  Committee  of  Reference  of  any  specimens 
referred  to  that  Committee,  and  to  transfer  the  specimens  to  that  Secretary. 

48.  To  give  notice  to  the  General  Secretary,  one  week  previous  to  the  meet- 
ing, of  the  titles  of  papers  for  the  evening,  the  names  of  the  authors,  and,  so  far 
an  poaaible,  the  objects  for  Exhibition,  with  the  names  of  Exhibitors,  so  that 
the  General  Secretary  may  inform  the  Members. 
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49.  The  Annual  General  Meeting  to  take  place  on  the  last  Friday  in 
October,  for  the  election  of  Officers  and  Members  of  Council,  and  for  the 
general  business  of  the  Academy. 

50.  Due  notice  of  the  meeting  shall  be  given  by  the  Secretary  to  all  members 
one  fortnight  previously,  and  the  names  of  Candidates  proposed  for  office  must 
be  in  the  hands  of  the  Secretary  one  week  before  the  meeting. 

51.  No  motion  involving  a  change  of  these  Kules  shall  be  brought  before  this 
meeting  except  one  week's  notice  thereof  shall  have  been  given  by  the  Secretary 
to  each  Member. 

52.  The  President  may,  and  shall,  on  receiving  a  requisition  signed  by  seven 
Fellows,  at  any  time,  on  giving  one  week's  notice,  forthwith  summon  a  Special 
General  Meeting,  for  the  consideration  of  particular  business,  the  nature  of 
which  must  be  specified  in  the  letter  of  summons  convening  the  meeting,  and 
at  such  meeting  no  other  business  can  be  transacted. 

Ordinary  Meetings. 

53.  The  communications  to  be  submitted  to  the  Ordinary  Meetings  shall  be 
grouped  under  the  following  heads  : — Medical,  Surgical,  Pathological,  and 
Obstetrical  ;  and  the  conduct  of  such  meetings  shall  be  in  the  hands  of  the 
several  Sectional  Councils,  each  Sectional  Council  to  have  the  management  of 
the  Ordinary  Meeting  in  regular  rotation  ;  the  Council  of  the  Pathological 
Section  to  have  charge  of  the  first  meeting  in  each  (Session  ;  that  of  the  Surgical 
of  the  second  ;  that  of  the  Medical  of  the  third  ;  and  that  of  the  Obstetrical 
of  the  fourth  ;  and  so  on  until  the  end  of  the  Session.* 

54.  The  Ordinary  Meetings  shall  be  held  on  every  Friday  evening,  from  the 
first  Friday  in  November  until  the  last  Friday  in  May,  inclusive,  at  eight 
o'clock,  except  during  the  Christmas  and  Easter  recesses. 

55.  All  Fellows,  Members,  and  Student  Associates  attending  the  meetings, 
shall  write  their  names  in  the  attendance  book. 

56.  Any  Fellow  or  Member  may  introduce  two  Visitors  by  cards  obtained 
from  the  Sectional  Secretaries. 

57.  Officers  of  the  Army  or  Navy  Medical  Departments  shall,  on  presenting 
their  cards,  be  admitted  to  the  Ordinary  Meetings  of  the  Academy. 

58.  No  communication  shall  exceed  twenty  minutes  in  its  delivery,  nor  any 
speech  thereon  ten  minutes,  except  by  permission  of  the  Chairman.  No  one 
shall  speak  twice  upon  the  same  communication,  except  the  author,  who  has 
the  right  of  reply. 

Sub-Sections. 

59.  A  Sub-section  in  Anatomy  and  Physiology,  under  the  direction  of  the 
Surgical  and  Medical  Sections,  and  a  Sub-section  in  State  Medicine,  under  the 
direction  of  the  Medical  Section,  shall  meet  during  the  session,  as  may  be 
arranged  by  the  Councils  of  each  Section. 

»  Note.— With  the  permission  of  the  Colleges,  the  Sectional  Meetings  in  Surgery  and 
Pathology  will  be  held  in  the  Royal  College  of  Surgeons;  those  in  Medicine  and  Obstetrics  in 
the  King  and  Queen's  College  of  Physicians. 
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60.  The  Sub-sections  shall  have  each  a  Chairman  and  Committee  of  six 
Members,  of  whom  one  shall  act  as  Secretary. 

Ordinary  Meetings. — Order  of  Business. 

61.  (1.)  Chair  to  be  taken  at  8.30  p.m. 

(2.)  Chairman  to  read  list  of  specimens,  &c,  exhibited  by  card,  together 
with  the  names  of  the  Exhibitors. 

(3.)  No  Pathological  Specimen  shall  be  exhibited  at  any  section  other 
than  the  Pathological,  except  by  card.  This  Exhibition  shall  not 
exclude  any  subsequent  communication  regarding  it  at  the  Patho- 
logical Section. 

(4.)  Chairman  to  ask  if  any  member  has  any  observations  to  make  or 
motion  to  propose  relative  to  any  living  specimen  on  the  List  of 
Exhibition. 

(5.)  Chairman  to  call  upon  the  author  of  the  first  paper  on  the  list  to 
read  his  paper. 

(6.)  Chairman  to  call  upon  members  to  discuss  the  paper,  or,  at  his  dis- 
cretion, to  take  any  other  paper  or  papers  on  the  list  relating  to 
the  subject,  and  have  the  discussion  subsequently  on  all  such 
papers  collectively. 

(7.)  When  the  last  paper  has  been  discussed,  the  Chairman  to  ask  if 
any  member  desires  to  speak  upon  any  of  the  specimens  exhibited 
by  card. 

(8.)  After  the  discussion  upon  any  specimen,  the  Exhibitor  has  the  right 
of  reply. 

Regulations  regarding  the  Exhibition  of  Specimens  by  Card. 

62.  (1.)  Any  member  may  exhibit  by  card  at  any  Ordinary  Meeting,  except 

at  the  meeting  of  the  Pathological  Section.  At  the  meetings  of 
the  Pathological  all  specimens  must  be  presented  and  described 
viva  voce,  and  debate  may  be  invited  thereon. 

(2.)  Notice  shall,  if  possible,  be  given  to  the  General  Secretary,  or  the 
Secretary  of  the  Section,  on  or  before  the  previous  Ordinary 
Meeting. 

(3.)  Specimens  must  be  in  the  room  at  7.45  on  the  night  of  Exhibition. 

(4.)  Specimens  for  Exhibition  by  card  shall  be  open  for  inspection  at 
8  p.m. 

(5.)  A  card,  containing  all  particulars  for  publication,  shall  be  placed 
with  the  Specimen.  Cards  for  this  purpose  are  to  be  obtained 
from  the  Secretary. 

(6.)  The  Exhibitor  should  be  present,  and  he  shall  furnish  further 
details  if  asked  for. 

(7.)  Every  Exhibitor  shall  submit  the  Specimen  or  Specimens  on  view  to 
the  Committee  of  Reference,  if  the  meeting  so  decide. 
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63.  No  lengthened  reference  to  treatment  shall  be  allowed  upon  any  Speci- 
men, except  by  the  express  permission  of  the  Chairman. 

Bye-laws  concerning  "  Transactions.  " 

64.  The  "  transactions  "  shall  consist  of  such  Communications  made  to  the 
Academy  by  or  through  Fellows  or  Members  as  may  be  deemed  by  the  General 
Council  suitable  for  publication  ;  also,  of  discussions  of  importance  or  interest 
arising  out  of  such  Communications. 

65.  All  Communications  accepted  by  the  Academy  become  the  property  of 
the  Academy.  Papers  shall  be  handed  to  the  Secretary  of  the  Section  imme- 
diately after  they  have  been  read. 

66.  The  "  Transactions  "  for  the  year  shall  be  presented  to  all  Fellows  of  the 
Academy  who  have  paid  their  Annual  Subscriptions. 

67.  The  "  Transactions  "  may  be  purchased  by  Members  at  cost  price. 

68.  That  the  Publication  Committee  of  each  Section  do  meet  not  later  than 
the  Tuesday  after  each  meeting  of  the  Section,  for  the  purpose  of  abstracting 
the  proceedings — the  abstract  to  be  placed  in  the  printer's  hands  on  same 
evening,  and  forwarded  to  the  editors  of  medical  journals  not  later  than 
Thursday  afternoon. 

69.  That  contributors  of  papers  be  requested  to  send  their  papers  to  the 
Academy  printer  early  enough  to  allow  of  their  being  put  in  type  before  the 
meeting,  and  read  in  proof  ;  that  when  one  sheet  of  the  "Transactions"  has 
been  completed  it  be  printed  off  and  laid  aside  until  the  termination  of  the 
session,  and  then  bound  up  in  the  volume  of  "  Transactions." 

70.  That  on  the  evening  of  the  day  of  meeting  of  the  Sectional  Council 
when  the  papers  for  the  next  meeting  have  been  decided  upon,  a  circular  be 
sent  to  each  contributor  informing  him  : — 

(1.)  That  he  is  expected  to  be  ready  or  else  take  his  place  at  the  bottom 

of  the  list. 
(2.)  That  he  must  have  an  abstract  ready  with  his  paper,  otherwise  he 

will  be  noted  in  the  published  proceedings  in  such  form  as  the 

Publication  Committee  think  fit. 
(3.)  That  alterations  be  paid  for  by  the  author. 
(4.)  That  illustrations  be  paid  for  by  the  author. 

71.  That  an  abstract  (prepared  by  the  author)  of  each  communication  made 
at  the  Academy,  along  with  a  report  of  the  discussions  thereon,  shall  be  fur- 
nished to  the  editors  of  such  medical  journals  as  may  desire  to  publish  them, 
and  that  the  authors  of  such  communications  shall  be  empowered  to  publish 
their  papers  in  extenso  in  any  periodical  or  periodicals  they  may  think  fit,  such 
communications  also  to  appear  in  the  "Transactions,"  provided  the  Council 
consider  them  worthy  of  insertion. 
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Expulsion  of  Fellow  or  Member. 

72.  Expulsion  of  a  Fellow  or  Member  can  only  take  place  at  a  General 
Meeting  of  the  Academy,  on  the  motion  of  the  Council,  if  two-thirds  of  the 
Members  present  shall  vote  for  the  same  by  ballot.  Of  such  ballot  the  Council 
must  give  at  least  fourteen  days'  notice  in  writing  to  every  Fellow  of  the 
Academy. 

New  Laws. 

73.  New  Laws,  or  alterations  in  existing  Laws,  can  only  be  proposed  at  the 
Annual  General  Meeting  in  October.  Any  Fellow  proposing  such  alteration 
shall  give  notice  to  the  General  Secretary  at  least  ten  days  before  the  General 
Meeting  in  October. 


FIRST  ANNUAL  EEPOET, 

Presented  at  the  First  Annual  General  Meeting,  October  26,  1883. 


The  General  Council,  in  presenting  their  Report,  have  to 
congratulate  the  Fellows  and  Members  of  the  Academy  of 
Medicine  in  Ireland  on  the  pronounced  success  which  has 
attended  it  during  the  first  year  of  its  existence.  In  1882 
a  movement,  succeeding  others  which  had  proved  abortive, 
was  set  on  foot  for  the  amalgamation  of  the  various  Medical 
Societies  of  Dublin,  and  after  many  meetings  a  basis  of  union 
was  at  last  arranged.  It  was  agreed  that  the  existing  Socie- 
ties should  meet  as  sections  in  the  Academy ;  and,  in  order  to 
encourage  work  in  other  special  departments,  sub-sections, 
under  the  titles  of  Public  Health  and  of  Anatomy  and 
Physiology,  were  established.  The  date  at  which  the  final 
arrangements  were  made  rendered  it  impossible  to  hold  the 
opening  meeting  before  December,  but  from  that  time  up  to 
the  close  of  the  session  in  May  of  the  present  year  the  sections 
met  regularly.  Twenty-four  sectional  and  four  sub-sectional 
meetings  were  held,  and  the  attendances  at  all  reached  a  very 
high  average. 

The  number  of  Fellows  is  20]  ;  of  Members,  21 ;  and  of 
Student  Associates,  22.  It  is  hoped  that  when  the  work  of 
the  Academy  becomes  better  known,  a  still  larger  amount  of 
support  will  be  given  by  the  Profession  in  Ireland. 

The  General  Council  have  specially  to  acknowledge  the 
courtesy  and  generosity  of  the  King  and  Queen's  College  of 
Physicians  and  of  the  Royal  College  of  Surgeons  in  Ireland. 
These  bodies  divided  equally  between  them  the  hospitality 
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which  was  extended  to  the  Academy.     The  Colleges  were  • 
placed  at  our  disposal  for  the  public  and  council  meetings 
free  of  cost.     Not  only  this,  however,  but  from  the  College 
of  Physicians  the  Council  received  a  donation  of  £25,  and 
from  the  College  of  Surgeons  an  annual  grant  of  £25. 

In  a  pecuniary  sense  the  General  Council  has  been  able  to 
close  the  work  of  the  year  most  satisfactorily.  The  Treasurer's 
Report  will  show  that  although  the  expenses  have  been  large, 
a  very  good  balance  stands  to  the  credit  of  the  Academy. 
The  heaviest  item  has  been  the  publication  of  the  "  Trans- 
actions." The  Council  believe  that  the  volume  with  which 
the  Fellows  have  been  presented  is  one  most  creditable  in  its 
matter  and  in  the  manner  in  which  it  has  been  produced; 
and  they  hope  that  it  will  serve  as  an  incentive  to  even  better 
work  than  has  yet  been  done  by  the  contributors. 

The  Council  regret  to  state  that  in  the  Sub-section  of 
Anatomy  and  Physiology,  although  much  valuable  material 
was  submitted,  only  one  paper  appears  in  the  "  Transactions." 
This  is  due  to  the  fact  that  several  authors  retained  their 
communications,  contrary  to  rule ;  but  it  is  hoped  that  this 
will  not  again  occur. 

In  accordance  with  the  Bye-law,  the  General  Council  pro- 
ceeded to  elect  a  Secretary  for  Foreign  Correspondence. 
Dr.  John  W.  Moore  was  selected  for  that  office,  and  on  the 
7th  of  February  last  he  was  appointed  a  Member  of  the 
General  Council. 

The  selection  of  papers  for  publication  was  entrusted  to  a 
Committee  consisting  of  the  Presidents  and  Secretaries  of 
Councils,  the  General  Secretary,  the  General  Treasurer,  with 
Dr.  Cameron  and  Dr.  Knott.  Voting  took  place  by  ballot, 
a  bare  majority  determining.  The  result  was  then  reported 
to  the  General  Council,  who  again  voted  upon  all  the  papers 
submitted. 
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ACADEMY  OF   MEDICINE   IN  IRELAND. 


MEDICAL     SECTION. 


CLINICAL   NOTE    ON   ENTERIC   FEVER. 

By  J.  W.  MOORE,  M.D.,  Duel.  ; 

Fellow  and   Registrar   K.Q.C.P. ;    Physician   to   the   Meath   Hospital  and 
Co.  Dublin  Infirmary,  and  to  Cork-street  Fever  Hospital. 

[Read  in  the  Medical  Section,  November  16,  1883.] 

The  bibliography  of  typhoid,  enteric,  or — as  it  is  now  often 
called — pythogenic  fever,  has  of  late  years  become  so  copious  and 
exhaustive  that,  although  the  field  of  observation  of  this  form  of 
specific  continued  fever  unfortunately  enlarges  year  by  year,  the 
opportunity  for  original  research  in  connexion  with  it  is  being 
gradually  confined  within  more  and  more  narrow  limits.  Accord- 
ingly, in  the  present  clinical  record  of  an  interesting  case  of 
enteric  fever,  I  at  once  disclaim  any  pretensions  to  novelty  or 
originality,  in  regard  either  to  the  interpretation  of  the  phenomena 
of  the  disease  or  to  the  principles  upon  which  its  treatment  are 
based. 

Briefly  summarised,  the  case  which  I  am  about  to  report  was 
one  of  severe  enteric  fever,  running  a  course  of  four  weeks, 
characterised  by  a  succession  of  high  temperatures  during  the  first 
twenty  days,  ataxic  symptoms,  obstinate  constipation,  hypostatic 
congestion  of  the  lungs,  and  right  basic  pneumonia.  Furthermore, 
treatment  of  a  decidedly  active  kind  was  employed,  and  apparently 
with  marked  benefit  to  the  patient.  On  five  separate  occasions 
twenty  grains  of  quinine  were  given  as  an  antipyretic  in  two 
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quickly  succeeding  doses  of  ten  grains  each ;  twice  the  wet  "  pack  " 
was  employed  for  two  hours  at  a  time  to  control  the  pyrexia ;  and 
on  three  occasions,  at  intervals  of  forty-eight  hours,  ten-grain 
doses  of  calomel,  guarded  with  a  grain  of  opium,  were  administered 
as  an  antiseptic  aperient. 

This  may  well  be  considered  heroic  treatment  for  enteric  fever. 
But  those  who  are  familiar  with  my  practice  at  Cork-street 
Hospital  will  do  me  the  justice  of  inferring  that  I  had  good 
grounds  for  departing  from  the  ordinary  management  of  this 
treacherous  form  of  fever  by  intelligent  nursing,  hygienic  measures, 
and  careful  dieting. 

Without  further  preface  I  now  proceed  to  detail  the  case,  and, 
in  doing  so,  beg  to  express  my  acknowledgments  for  many  of  the 
clinical  notes  to  Mr.  William  Moyle  O'Connor,  the  resident  clinical 
clerk  at  Cork-street  Hospital,  and  to  Mr.  Matthew  Macnamara,  the 
pupil  in  charge  of  the  case.  The  observations  on  the  pulse  and 
respirations  were  taken  once  daily,  about  11  o'clock  each  forenoon. 
The  temperature  was  recorded  by  the  nurse  twice  a  day,  between 
10  and  11  a.m.,  and  about  7  p.m. : — 

Case. — Michael  G.,  aged  twenty,  assistant  in  a  grocer's  and 
general  purveyor's  establishment,  was  admitted  into  Cork-street 
Fever  Hospital  on  Saturday,  September  29,  1883.  He  had  been 
ill  for  eight  days  before  admission,  but  had  kept  his  bed  for  only 
six  days.  He  resided  in  Lower  Mecklenburgh-street,  an  unhealthy 
and  ill-drained  district  of  the  city — at  all  events  so  far  as  house- 
drainage  is  concerned.  Previously  to  admission,  his  most  urgent 
symptoms  were — persistent  headache,  loss  of  appetite,  thirst,  and 
a  general  weakness.  He  also  suffered  from  constipation  and 
flatulency. 

On  careful  examination  no  rose-spots  were  detected,  and 
although  the  area  of  splenic  dulness  was  somewhat  enlarged,  the 
symptoms  were  considered  insufficient  for  a  positive  diagnosis  of 
the  nature  of  the  fever  to  be  made — the  "  totality  of  typhoid  "  was 
wanting.  The  patient  was  accordingly  placed  in  one  of  the 
Observation  Wards — as  Mr.  O'Connor  observes,  "those  truly 
useful  wards" — with  a  view  of  watching  the  development  of  the 
disease  without  exposing  the  patient  to  any  risk  of  infection. 
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September  30th  (ninth  clay). — Morning — Pulse,  104  ;  respira- 
tions, 34  ;  temperature,  103*0°  F.     It  had  been  103-4°  the  evening 

'before.  He  had  passed  a  rather  restless  night,  still  his  headache 
was  much  better.     Expression  languid,  but  wanting  the  heavy 

I  stupid  look  of  typhus.  The  skin  was  hot  and  dry.  Tongue  moist, 
but  thickly  coated  with  a  creamy  fur,  and  already  inclined  to 
fissure ;  papilla?  enlarged.  Bowels  confined.  Abdomen  slightly 
tympanitic;  no  tenderness.  One  or  two  rose-spots  on  abdomen. 
Heart  not  strong,  and  generally  an  aspect  of  prostration.  He  was 
ordered  a  simple  enema,  which  acted  once ;  and  was  put  on  a 
mixture  containing  digitalis,  strychnia,  nitro -hydrochloric  acid, 
and  chloroform  water.  Beef-tea  and  milk  diet.  In  the  evening 
the  thermometer  in  the  axilla  rose  to  104'8°. 

October  1st  (tenth  day). — Morning — Pulse,  100;  respirations, 
36;  temperature,  103-2°.     Evening  temperature,  105#4°. 

2nd  (eleventh  day). — Morning — Pulse,  98  ;  respirations,  40  ; 
temperature,  104-4°.  No  action  of  the  bowels  since  the  evacuation 
caused  by  the  enema.  With  the  object  of  controlling  the  hyper- 
pyrexia twenty  grains  of  quinine  were  ordered  to  be  taken  in 
solution  in  hydrobromic  acid  in  two  equal  doses  of  ten  grains  each, 
at  3  p.m.  and  6  p.m.  And  to  act  on  the  bowels,  a  bolus  containing 
ten  grains  of  calomel  and  one  grain  of  opium  was  at  once  adminis- 
tered. At  the  same  time  a  "  glycerine  poultice "  was  applied  to 
the  abdomen.  As  regards  poulticing  in  enteric  fever,  I  have  quite 
given  up  the  application  to  the  abdomen  of  heavy  linseed-meal 
poultices,  in  favour  of  the  following  : — A  piece  of  lint  of  suitable 
size  is  moistened  with  a  warm  mixture  of  laudanum  (one  fluid 

.  drachm),  glycerine  (seven  fluid  drachms),  and  water  (seven  fluid 
ounces),  and  laid  over  the  abdomen  ;  oiled  silk  or  gutta-percha 
paper  is  then  applied,  over  which  is  placed  a  sheet  of  French 
wadding  or  cotton  wool — the  whole  being  kept  in  position  by  a 
soft  flannel  roller  or  bandage.  This  "  glycerine  poultice,"  as  it 
may  be  called,  is  at  once  comfortable  and  efficient.  After  the 
bolus,  the  bowels  acted  once — the  stool  being  partly  formed  and 
partly  soft. 

3rd  (twelfth  day). — Morning — Pulse,  96  ;  respirations,  38  ;  tem- 
perature, 101-0°.  Last  night  the  temperature  was  104-0°,  com- 
pared with  105*4°  the  previous  evening.  He  was  now  coughing 
a  good  deal,  and  the  relative  quickness  of  the  breathing — no  longer 
to  be  accounted  for  by  the  high  fever — led  me  to  make  a  careful 
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examination  of  the  chest.  Slight  dulness  over  the  base  of  both 
lungs  posteriorly,  and  a  line  crepitation  in  the  same  situation  war- 
ranted the  conclusion  that  a  passive  congestion  of  some  moment 
was  in  progress.  The  physical  signs  were  more  marked  on  the 
ri^ht  side,  which  was  in  consequence  freely  dry-cupped  and  after- 
wards poulticed.  During  the  day  some  true  pneumonic  sputa  came 
up,  apparently  from  the  right  base.  In  the  evening  the  tempera- 
ture rose  again  to  105-2°,  and  next  morning  it  was  still  as  high 
as  104'0°.  This  being  so,  the  calomel  and  opium  bolus  and  the 
quinine  were  given  as  on  October  2nd.  In  the  evening  the 
thermometer  marked  only  103*0°,  falling  still  further  to  102-6° 
early  the  following  day. 

6th  (fifteenth  day). — Morning — Pulse,  88  ;  respirations,  32  ; 
temperature,  103 -8°  (the  same  reading  as  on  the  evening  before). 
There  were  partial  dulness  on  percussion  and  bronchial  breathing 
over  the  middle  of  the  right  lung  posteriorly.  The  calomel  and 
quinine  were  given  for  the  third  time,  with  the  effect  that  the 
temperature  fell  to  103-0°  in  the  evening  and  to  101*6°  the  next 
morning,  and  that  in  the  succeeding  twenty-four  hours  some 
"  watery  "  stools  occurred. 

7th  (sixteenth  day). — Morning — Pulse,  86  ;  respirations,  30  ; 
temperature,  101*6°.  Dry  cups  were  applied  to  the  right  back, 
and  followed  by  poultices.  In  the  evening  the  temperature  ran  up 
to  105-4°. 

8th  (seventeenth  day). — Morning — Pulse,  84  ;  respirations,  30  ; 
temperature,  103*2°.  Bronehial  rales  heard  generally.  Pupils 
dilated.  Two  soft  stools.  Slight  deafness,  but  no  other  symptom 
of  quinism.  On  the  afternoon  of  this  day  twenty  grains  of  quinine 
were  given  for  the  fourth  time,  but  the  calomel  was  not  repeated, 
as  the  bowels  were  acting  sufficiently.  In  the  evening  the  tem- 
perature declined  to  102-6°  and  next  morning  still  further  to 
101'2°.  On  the  evening  of  the  same  day  (October  9),  however, 
there  was  a  marked  recrudescence  of  the  fever,  the  thermometer 
marking  104*9°.  This  hyperpyrexia  continued,  the  succeeding 
observations  being — 

10th  (nineteenth  day). — Morning — Pulse,  96  ;  respirations,  30  ; 
temperature,  103-2°.     Evening  temperature,  105  7°. 

11  th  (twentieth  day). — Morning — Pulse,  96;  respirations,  30  ; 
temperature,  104*0°.  At  2  p.m.  the  patient  was  wrapped  in  a  wet 
blanket  and  packed  for  two  hours.    He  was  also  given  four  ounces 
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of  port  wine.  While  in  the  "  pack,"  profuse  diaphoresis  occurred, 
and  excessive  thirst  was  complained  of.  The  temperature  fell  to 
103-0°  in  the  evening  and  to  102-4°  next  morning,  rising  subse- 
quently to  103-8°. 

13th  (twenty-second  day). — Morning — Pulse,  102  ;  respirations, 
40;  temperature,  103*4°.  "Wet  "pack"  for  the  second  time  from 
3  to  5  p.m.  "Wine  increased  to  six  ounces.  Antipyretic  effect  of 
the  "  pack "  on  this  occasion  small,  temperature  being  the  same 
afterwards  as  in  the  morning — namely,  103-4°.  Complained  of 
weakness.  Three-grain  doses  of  quinine  were  now  added  to  the 
digitalis  and  strychnia  mixture,  which  he  had  been  taking  pretty 
regularly. 

14th  (twenty-third  day). — Morning — Pulse,  108  ;  respirations, 
38  ;  temperature,  103-0°.  Ordered  a  final  twenty-grain  dose  of 
quinine — the  fifth — which  just  held  the  temperature  in  check 
towards  evening.  Next  morning,  however,  there  was  a  sudden 
fall  to  99-2°;  pulse,  94;  respirations,  36.  The  baek  and  front  of 
the  chest  were  now  rubbed  with  compound  camphor  liniment, 
which  relieved  the  breathing  and  assuaged  the  cough.  Towards 
evening  the  temperature  rose  to  103-0°. 

16th  (twenty-fifth  day). — Morning — Pulse,  92  ;  respirations, 
32  ;  temperature,  101-6°.  Aspect  of  patient  rapidly  improving. 
Tongue  moister  and  less  fissured.  Towards  night  temperature  rose 
to  103-6°. 

18th  (twenty-seventh  day). — Morning — Pulse,  100  ;  respirations 
27  ;  temperature,  100-2° — a  rapid  improvement  taking  place.  As 
the  bowels  had  been  confined  for  two  days  a  simple  enema  was 
given,  which  brought  away  a  good  deal  of  frecal  matter  in  two 
stools.  Convalescence  now  went  on  apace,  and  without  a  draw- 
back ;  the  temperature  ranging  between  97°  and  99°,  except  on  the 
evening  of  the  thirtieth  day  (October  21),  when  it  ran  up  to  99-6° 
in  consequence  of  constipation.  On  October  20,  the  allowance  of 
wine  was  reduced  to  four  ounces,  and  on  October  23,  to  two 
ounces.  On  the  27th,  he  was  permitted  to  have  a  little  butter  and 
a  baked  custard  ;  and  on  November  1T  the  wine  was  stopped,  and 
he  had  a  little  piece  of  chicken  for  dinner,  his  tongue  being  moist 
and  clean.  At  this  time  he  began  to  sit  up  every  day.  He 
remained  in  hospital  until  to-day  (November  16),  when  he  left  for 
the  country,  apparently  in  the  enjoyment  of  perfect  health. 
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The  antipyretic  effect  of  quinine  in  large  doses  is  too  well 
known  and  appreciated  to  need  any  remarks  from  me.  I  may, 
however,  be  permitted  to  observe  that,  in  my  experience,  the  small 
doses  recommended  by  Niemeyer — two  grains,  in  solution  in  dilute 
sulphuric  acid — cannot  be  relied  on  in  cases  of  hyperpyrexia. 
And  again,  if  a  large  dose  is  to  be  given,  hydrobromic  acid  is  a 
suitable  solvent,  and  one  which  will  probably  prevent,  or  at  least 
postpone,  quinism.  Should  the  patient  be  very  weak,  however,  it  is 
advisable  to  use  hydrochloric,  nitric,  or  sulphuric  acid  in  preference. 

As  to  the  abstraction  of  heat  by  the  wet  pack,  the  results  are 
dubious  so  far  as  benefit  to  the  patient  is  concerned.  The  tem- 
perature is,  indeed,  reduced,  but  at  a  cost  of  the  patient's  strength. 
G.  complained  greatly  of  exhaustion  on  both  occasions  when  the 
wet  pack  was  used.  As  Niemeyer  says — "  It  would  be  proper  to 
compare  the  action  of  an  energetic  abstraction  of  heat  to  that  of 
excessive  exercise — then  it  will  be  asked  if  it  be  advisable  to  sub- 
ject an  already  exhausted  patient  to  this  action."  a 

He  adds  that  he  had  not  observed  this  state  of  exhaustion  since 
he  employed  the  following  plan  recommended  by  von  Ziemssen : — 
As  often  as  the  patient's  temperature  rises  about  104°  he  is  placed 
in  a  bath,  the  temperature  of  which  is  about  10°  below  that  of  his 
body,  or  about  94°.  While  the  body  and  limbs  are  gently  rubbed 
cold  water  is  gradually  added  until  the  temperature  of  the  bath  is 
reduced  to  about  68°.  The  patient  is  to  remain  twenty  or  thirty 
minutes  in  the  bath,  until  he  is  slightly  chilled,  and  then  to  be 
placed  quickly  in  a  warm  bed.  At  first  four  or  five  baths  daily 
are  necessary,  subsequently  only  two  or  three. 

The  administration  of  calomel  in  large  doses  in  enteric  fever  is 
nothing  new,  and  is  much  thought  of  in  Germany  at  all  events.1' 
"After  the  accurate  observations  of  Wunderlich,"  says  Niemeyer/' 
"  we  can  scarcely  doubt  that  by  this  remedy  we  may,  in  some  few 
cases,  cut  short  the  disease  (according  to  Wunderlich  one  or  two 

a  Text-book  of  Practical  Medicine.  Revised  Edition.  Vol.  II.,  p.  651. 
London  :  H.  K.  Lewis.     1880. 

b  Cf.  Von  Ziemssen'a  Encyclopaedia  of  Practical  Medicine.  Vol.  I.,  Acute 
Infectious  Diseases.     P.  200. 

c  Loc.  cit.     P.  647. 
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five-grain  doses  are  enough),  and  that  in  the  great  majority  of 
cases  where  this  remedy  is  given  during  the  first  week,  and  before 
the  occurrence  of  much  diarrhoea,  the  course  of  the  disease  is 
rendered  milder  and  shorter.  The  experience  of  Pfeufer's  clinic, 
as  well  as  my  own,  perfectly  agrees  with  Wunderlich's.  We  shall 
not  attempt  to  say  whether  the  calomel  has  favourable  influence 
on  the  typhous  intestinal  disease  by  opposing  the  sloughing  and 
ulceration,  and  whether,  consequently,  we  can  expect  benefit  from 
it  only  in  the  first  weeks  of  the  disease,  when  these  changes  have 
not  yet  taken  place." 

Niemeyer's  observations  have  recently  gained  additional  weight 
in  an  unexpected  and  interesting  manner.  Dr.  Wassiljeff  (Jeschner 
Jdin.  Gaz.)  has  studied  experimentally,  in  Hoppe-Seyler's  laboratory, 
the  influence  of  calomel  on  fermentation  and  bacteria.  He  found 
that  the  presence  of  one  part  of  calomel  in  from  twenty  to  one 
hundred  parts  of  fibrin  or  fat,  did  not  interfere  with  the  action  of 
the  unorganised  ferments  of  the  saliva,  gastric  juice,  and  pan- 
creatic juice  ;  but  the  calomel  did  prevent  the  formation  of  certain 
decomposition  products — as  indol,  phenol,  skatol,  creasote,  and 
hydrogen  sulphide.  The  calomel  also  prevented  butyric  acid 
fermentation.  The  action  of  calomel  upon  bacteria  or  micrococci 
was  next  studied,  according  to  the  Buchholtz-Wernick  method. 
It  was  ascertained  that  the  drug  destroyed  these  organisms  and 
prevented  the  appearance  of  new  ones.  From  this  it  seems  that 
calomel  destroys  organised  ferments,  but  is  without  effect  upon  the 
unorganised  ones.  So  far,  all  the  experiments  had  been  outside  the 
body.  Now,  experiments  were  made  on  three  dogs.  They  were 
given  one  gram  of  calomel  each,  and  after  some  hours  were  killed. 
The  intestines  were  ligated  in  the  upper  part  of  the  duodenum  and 
in  the  lower  part  of  the  colon,  and  the  entire  contents  were  care- 
fully examined.  In  no  case  could  the  putrefactive  products,  indol, 
skatol,  hydrogen  sulphide,  &c,  be  detected.  It  would  seem  from 
this  that  much  of  the  good  which  calomel  is  known  to  accomplish 
in  various  intestinal  troubles  is  due  to  its  aseptic  properties.8, 

'I'll     I'hysician  and  Surgeon,  and  Dublin  Journal  of  Medical  Science  for 
October,  L883.     Page  327. 
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Remembering,  then,  these  aseptic  or  antiseptic  properties  of 
calomel,  I  felt  no  small  degree  of  confidence  in  prescribing  it  in 
combination  with  opium — itself  an  antiseptic — in  a  case  where 
persistent  constipation  during  an  attack  of  enteric  fever,  charac- 
terised by  very  high  temperatures,  was  only  too  likely  to  lead  to 
the  formation  of  decomposition  products  in  a  diseased  intestine. 
At  the  same  time,  to  avoid  all  misapprehension,  it  will  not  be 
foreign  to  the  purpose  of  this  clinical  record  to  note,  in  conclusion, 
that  the  treatment  of  ordinary  typhoid  cases  is,  in  our  hands,  at 
Cork-street  Hospital,  based  on  common-sense  principles.  We 
carefully  diet  the  patients,  and  give  them  little  medicine.  The 
routine  dietary  for  an  adult  patient  is  from  two  to  three  pints  of 
milk,  and  a  pint  of  good  beef-tea  or  chicken  broth,  daily.  Expe- 
rience proves  that  this  is  probably  as  much  as  can  be  assimilated 
during  a  fever,  the  diseased  processes  in  which  are  so  commonly 
and  in  so  special  a  degree  connected  with  the  intestinal  tract. 
Great  attention  is  paid  to  cleanliness  about  the  invalid's  person 
and  bed.  In  convalescence,  solid  or  irritating  food  is  withheld — 
often  for  many  weeks,  and  when  leaving  the  hospital  the  con- 
valescents are  cautioned  against  indiscretions  in  diet. 


NOTE    ON    HYOSCYAMIN. 

Br  RICHARD  A.  HAYES,  M.D.; 

Physician  to  Dr.  Steevens's  Hospital. 

[Read  in  the  Medical  Section,  November  16,  18S3.] 

The  use  of  hyoscyamin  is  still  sufficiently  infrequent  to  induce 
me  to  bring  under  the  notice  of  the  Section  a  short  account  of  its 
effects  in  a  case  in  which  I  lately  used  it. 

As  I  wish  merely  to  draw  attention  to  the  action  of  this  drug 
I  do  not  propose  to  detain  you  with  any  detailed  account  of  the 
symptoms  or  diagnosis  of  the  case — especially  as  the  history  of 
his  complaint,  given  me  by  the  patient,  differs  materially  from 
that  which  appears  to  have  been  communicated  to  Mr.  "Wheeler, 
who  had  seen  him  previously  to  his  coming  under  my  care. 

Case. — W.  P.,  aged  forty-seven.,  is  a  shopkeeper  in  County 
Kildare,  and  was  admitted  to  a  pay- ward  in  Steevens's  Hospital  on 
15th  October,  1883,  suffering  from  tremor  in  the  left  arm.  He 
stated  that  two  years  before,  in  forcibly  ejecting  a  drunken  man 
from  his  house,  he  received  a  strain  of  the  left  shoulder,  giving 
rise  to  a  considerable  ecchymosis,  which  extended  some  distance 
down  the  left  side  of  the  thorax.  He  soon  recovered  from  the 
injury,  and  did  not  feel  any  inconvenience  until  eighteen  months 
after,  when  he  noticed  the  trembling  commencing  in  the  left  hand 
and  wrist.  It  progressed  upwards  and  gradually  increased  in 
intensity.  The  tremor  was  accompanied  by  shooting  pains  down 
the  arm,  extending  also  along  the  left  side,  in  the  region  previously 
occupied  by  the  ecchymosis. 

I  happened  to  see  him  on  his  first  application  for  admission  to 
the  hospital.  He  appeared  to  be  a  healthy  man,  looking  older 
than  his  years,  evidently  very  nervous  and  excitable.  The  tremor 
al  once  attracted  attention;  it  was  very  marked,  and  the  man 
endeavoured  to  restrain  it  by  placing  the  hand  in  his  side  pocket, 
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or  by  grasping  it  in  the  right.  Having  some  business  to  transact 
in  town  he  did  not  come  into  hospital  for  a  few  days. 

When  I  saw  him  on  his  admission  the  tremor  was  much  less 
violent  than  on  the  first  occasion  of  my  seeing  him,  and  he 
accounted  for  this  fact  by  saying  that  any  excitement,  such  as 
that  induced  by  his  first  attendance  at  the  hospital,  invariably 
caused  an  increase  of  the  movements  of  the  arm. 

On  examining  him  more  closely  the  movement  appeared  to  be 
one  chiefly  of  very  limited  but  rapid  pronation  and  supination, 
accompanied  by  occasional  twitchings  along  the  radial  aspect  of 
the  forearm,  and  extending  to  the  extensors  of  the  thumb  and 
index  fingers.  The  condition  of  the  muscles  of  the  arm  was 
excellent,  sensation  was  perfect,  and  the  muscles  reacted  to  the 
galvanic  current.  I  did  not  test  for  faradic  reaction.  There  was 
some  venous  stasis  on  the  back  of  the  hand  and  wrist,  with  slight 
coldness.  A  careful  examination  failed  to  discover  any  departure 
from  health  elsewhere.  His  eyes  were  examined  and  found  healthy, 
and  this  fact  was  confirmed  by  Mr.  Swanzy,  who  subsequently 
kindly  examined  him  for  me. 

With  regard  to  the  characters  of  the  tremor,  it  was,  as  I  have 
mentioned,  aggravated  by  anything  causing  the  patient  to  be 
excited  or  annoyed ;  he  had  considerable  control  over  it,  and  by  an 
effort  of  his  will,  and  by  contracting  the  muscles,  could  cause  it  to 
cease  completely  for  a  few  seconds.  I  could  not  ascertain  in  a 
satisfactory  manner  whether  the  tremor  ceased  during  sleep,  but  I 
am  inclined  to  think  that  it  did  not,  as  when  it  was  excessive  it 
awoke  him  at  an  early  hour  in  the  morning. 

The  patient  was  ordered  liq.  arsenicalis,  1U  5,  t.  d. ;  and  as  he 
had  been  so  long  suffering,  I  determined  to  try  the  effects  of 
hyoscyamin.  The  drug  used  was  the  crystallised  alkaloid.  It 
was  supplied  by  the  Apothecaries'  Hall,  and  was,  I  am  informed, 
obtained  from  Hopkins  and  Williams,  of  London.  The  drug  was 
given  in  pill,  and  the  first  dose  of  gr.  -Jg-,  administered  on  the 
morning  of  17th  October,  did  not  appear  to  produce  any  effect. 

On  the  next  day,  18th  October,  -^  gr.  was  given  morning  and 
evening,  and  the  following  morning  the  tremor  was  decidedly  less, 
and  the  pains  had  completely  disappeared.  On  that  morning,  the 
19th,  ^  gr.  was  given  at  11  o'clock,  and  in  the  evening  I  received 
a  note  from  Mr.  Jellett,  my  resident  pupil,  saying  that  the  patient 
had  become  delirious  at  2  o'clock,  and  was  still  so. 
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At  8  p.m.  I  saw  1\,  who  was  in  bed ;  he  looked  rather  wild, 
his  pupils  being  widely  dilated.  He  spoke  quite  sensibly,  and  was 
quite  aware  of  what  had  passed  during  the  day.  He  appeared 
greatly  pleased  at  the  effect  of  the  pills,  his  arm  being  quite  free 
from  tremor.  The  delirium  did  not  completely  pass  off  until  next 
morning,  the  patient  occasionally  dosing,  and  in  the  intervals 
seeing  various  animals,  &c,  about  him,  which  disappeared  on  anyone 
speaking  to  him. 

During  the  time  when  the  patient  was  well  under  the  influence 
of  the  hyoscyamin  the  delirium  was  of  a  quiet  form,  but  he  was 
several  times  very  anxious  to  get  up  and  dress  himself  in  order 
to  remove  some  persons  who,  he  thought,  were  robbing  his  shop. 
In  many  respects  the  delirium  closely  resembled  the  quiet  form  of 
that  due  to  alcohol.  There  was  not  at  this  time,  or  at  any  period 
during  the  administration  of  the  drug,  any  complaint  of  dryness  of 
the  fauces  or  tongue,  a  point  about  which  I  was  particular  to 
inquire.  The  pulse  was  about  80,  full  and  regular  ;  the  skin  was 
moist,  and  did  not  appear  hotter  than  normal ;  respiration  was 
quite  as  usual,  and  indeed  the  delirium  and  cessation  of  the  tremor 
appeared  to  be  the  only  effects  of  the  dose. 

As  the  patient  was  so  restless  I  ordered  him  ammon.  brom., 
gr.  30. 

The  next  morning,  the  20th,  ^  gr.  was  given,  the  tremor  being 
still  improved.  Delirium  again  came  on  at  3  p.m.,  but  it  was  of 
a  milder  form  than  on  the  previous  day.  Next  morning  the  im- 
provement in  the  arm  continued,  but  as  the  patient  complained 
very  much  of  his  eyes  being  so  greatly  affected,  his  accommoda- 
tion being  paralysed,  and  evidently  being  the  worse  of  want  of 
sleep,  I  omitted  the  hyoscyamin  and  ordered  a  bromide  mixture. ' 

The  next  day,  22nd,  he  reported  having  slept  well,  and  was  able 
to  read  a  little ;  the  pupils  had  regained  their  normal  size,  and 
reacted  to  light,  but  the  tremor  had  returned  and  was  rather 
troublesome. 

The  hyoscyamin  evidently  having  a  favourable  effect  on  the 
tremor,  I  determined  to  try  the  effect  of  small  repeated  doses,  as 
the  physiological  effects  of  those  previously  given  were  too  incon- 
venient to  allow  of  their  continuance. 

The  patient  was  therefore  given  gr.  J^,  morning  and  evening 
n(  the  2  1th,  without  any  perceptible  effect;  and  for  the  six  days 
following  he  had    J.,   t.  d.,   which  slightly  improved  the  tremor, 
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but  also  caused  paralysis  of  accommodation,  so  that  the  patient 
asked  to  have  the  medicine  discontinued.  This  was  done  and  the 
tremor  again  became  worse,  and  the  pains  returned.  Two  days 
afterwards  the  liq.  arsenicalis  was  stopped  and  gr.  ^  hyoseamin 
given  in  combination  with  zn.  ox.,  gr.  5,  t.  d.  This  did  not  control 
the  tremor,  and  the  patient  being  much  disappointed  that  the  relief 
he  had  at  first  obtained  had  not  continued,  determined  to  return 
home ;  and  as  he  wished,  he  said,  to  go  home  with  his  eyesight, 
the  hyoscyamin  was  stopped  some  days  before  he  left,  during  which 
time  the  continuous  current  was  used  without  any  good  result. 

In  reference  to  the  effects  produced  on  the  eyes  by  the  hyoscy- 
amin, I  should  remark  that  previously  to  its  use  the  patient's 
pupils  had  been  dilated  by  means  of  atropin  to  facilitate  the 
ophthalmoscopic  examination,  and  that  they  had  not  quite  recovered 
their  normal  condition  at  the  time  of  his  getting  the  first  dose  of 
the  drug,  which  appeared  to  have  the  effect  of  keeping  up  the 
dilatation ;  but  subsequently,  when  given  in  smaller  doses,  it 
appeared  to  affect  the  ciliary  muscle  only,  without  having  any 
action  on  the  iris,  which  might  possibly  have  been  affected  by 
larger  doses ;  but,  as  the  recorded  cases  show,  this  effect  is  a 
variable  one. 

Another  point  of  interest  in  this  case  is  the  considerable  time 
which  elapsed  before  the  development  of  the  physiological  effects 
of  the  drug  after  the  administration  of  the  larger  dose — quite  three 
hours — these  effects  being  reported  to  show  themselves  in  a  much 
shorter  time. 

In  conclusion,  I  must  express  my  indebtedness  to  the  kindness 
of  my  friend,  Dr.  Duffey,  for  references  to  reported  cases  of  the 
use  of  this  dru<r. 
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By  WALTER  G.  SMITH,  M.D.,  Dubl. ; 

King's  Professor  of  Materia  Medica,  School  of  Physic,  T.C.D.  ; 

Physician  to  Sir  Patrick  Dun's  Hospital. 

[Read  in  the  Medical  Section,  December  14,  1883.] 

True  pulsation  of  the  liver  is  sufficiently  rare,  and,  I  think,  little 
known,  to  justify  my  reporting  the  only  case  of  it  which  I  remember 
to  have  seen  in  hospital  practice. 

Case. — J.  M.,  aged  thirty-five  years,  admitted  into  the  Adelaide 
Hospital,  August,  1878.  He  was  a  soldier,  and  had  had  ague,  but 
with  this  exception  was  strong  and  healthy  until  1875 — i.e.,  three 
years  prior  to  admission — when  he  caught  cold,  and  was  attacked 
with  cough  and  breathlessness.  Since  that  time  he  was  never 
quite  free  from  cough,  and  contracted  several  severe  colds,  the  last 
one  of  which  was  followed  by  swelling  of  the  legs.  He  was  obliged 
to  give  up,  and  after  a  while  was  confined  to  bed.  Without  being 
a  very  hard  drinker  he  was  accustomed  to  take  stimulants  freely. 

State  upon  admission. — Anasarca  of  the  legs  only ;  the  swelling 
had  never  gone  higher  than  the  thighs.  Loud  bronchial  rales  over 
both  lungs,  with  muco-crepitus,  and  attended  with  frothy  expecto- 
ration. A  faint  systolic  murmur  heard  over  apex  of  the  heart. 
The  skin  of  the  face  and  hands  Avas  dusky  in  colour,  and  there  was 
visible  pulsation  in  the  jugular  veins,  which  were  of  immense 
size — in  short,  there  was  extreme  venous  congestion  of  the  upper 
half  of  the  body. 

The  urine  contained  a  large  amount  of  albumen  ;  no  tube-casts 
were  seen.  He  complained  of  a  distressing  feeling  of  load  about 
the  epigastric  region,  for  the  relief  of  which  leeches  were  applied 
with  benefit.  The  livcr-dulness  extended  about  two  and  a  half 
inches  below  the  ribs  on  the  right  side,  and  to  within  two  inches 
of  the  umbilicus  in  the  middle  line,  and  its  margin  was  readily 

"  From  Notes  taken  by  Dr.  Wallace  Beatty,  resident  pupil  in  the  Adelaide 
Ho  i  Hal,  1878. 
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felt.  A  distinct  pulsation  of  the  liver  was  visible  in  the  epigas- 
trium, extending  over  the  right  and  left  lobe.  Dr.  Beatty  and  I 
directed  particular  attention  to  this  movement,  which  arrested  my 
notice,  and  we  convinced  ourselves  that  it  was  a  true  excentric 
throbbing  of  the  liver,  to  be  seen  and  felt,  and  not  a  mere  shock, 
such  as  might  be  transmitted  from  the  heart  or  inferior  vena  cava. 
Subsequently  the  liver  increased  in  size  and  the  lungs  became 
engorged,  while  at  times  a  triple  cantering  sound  was  heard  over 
the  apex  of  the  heart,  and  the  systolic  murmur  became  more  dis- 
tinct. The  area  of  cardiac  dulness  appeared  to  be  enlarged,  and 
the  apex  beat  was  visible  in  the  sixth  intercostal  space.  His  con- 
dition fluctuated  between  better  and  worse,  and  he  left  hospital 
after  a  stay  of  nearly  two  months.  I  learned  afterwards  that  he 
was  soon  re-admitted  in  a  similar  or  worse  plight,  under  one  of 
my  colleagues,  and  that  he  died  rather  suddenly.  There  is  no 
record  of  a  post-mortem  examination  having  been  made. 

All  hospital  physicians  have  frequent  opportunities  of  observing 
cases  of  heart  disease,  attended  with  enlargement  of  the  liver, 
cervical  venous  pulse,  and  other  evidences  pointing  to  tricuspid 
regurgitation ;  yet,  although  on  the  watch  for  such  an  occurrence 
for  some  years  past,  I  cannot  call  to  mind  a  single  other  case  in 
which  I  satisfied  myself  that  there  was  regurgitant  throbbing  of 
the  liver.  Nor  have  some  of  my  friends  of  large  experience,  to 
whom  I  have  addressed  inquiries,  been  more  fortunate,  and,  indeed, 
the  phenomenon  is  sufficiently  remarkable  to  be  unlikely  to  be 
overlooked.  Dr.  David  Drummond,  however,  who  has  written  an 
interesting  paper  on  Pulsating  Liver  {Dull.  Journ.  Med.  Set.,  Oct. 
and  Nov.,  1881),  believes  that  pulsating  liver  is  of  frequent  occur- 
rence, and  is  often  overlooked  by  the  physician.  He  gives  details 
of  nine  cardiac  cases  in  which  this  sign  was  present  as  a  forcible 
and  general  movement  of  the  liver. 

Dr.  Frederick  Taylor  has  also  written  a  paper  deserving  of 
perusal  in  Guy's  Hospital  Reports,  1875,  based  upon  five  cases  of 
cardiac  disease,  in  which  hepatic  pulsation  was  present.  And  in 
the  British  Medical  Journal,  March  18th,  1876,  among  the  hospital 
reports,  there  is  a  brief  reference  to  two  cases  under  Dr.  Ramskill's 
care  in  the  London  Hospital,  in  which  diffused  hepatic  pulsation 
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was  observed.  Both  patients  had  cardiac  disease  and  large  nutmeg 
livers,  as  the  post-mortem  examination  showed.  In  support  of  the 
proposition  that  the  phenomenon  under  review  is  principally  the 
result  of  a  retrograde  venous  wave  from  the  right  ventricle  (Fried- 
reich, Taylor,  Drummond),  I  may  mention : — 

1.  The  expansile  sensation  communicated  to  the  fingers  when 
placed  upon  the  liver. 

2.  The  duration  of  the  pulsation.  It  continues  after  the  ven- 
tricles have  ceased  to  contract. 

8.  It  has  been  observed  that  as  the  condition  of  the  patient 
improved  under  treatment  the  hepatic  pulsation  became  less  and 
less  (Drummond,  Case  II.,  loc.  cit.).  If  the  hepatic  pulsation  were 
due  altogether  to  direct  shock,  the  contrary  would  be  the  case,  for 
steadier  and  more  forcible  action  of  the  heart  would  materially 
increase  the  pulsation. 

The  question  acquires  practical  importance  from  its  bearing 
upon  the  problem  of  diagnosis  of  tricuspid  insufficiency,  not  always 
an  easy  matter  for  the  physician  to  decide,  and  upon  which  autho- 
rities give  out  a  somewhat  uncertain  sound. 

Ought  pulsation  of  the  liver  to  be  regarded  as  evidence  of  regur- 
gitation through  the  tricuspid  orifice?  Taylor  and  Friedreich 
answer  yes ;  and  the  latter  goes  further  and  states  that,  in  point  of 
time,  hepatic  pulsation  precedes  pulsation  in  the  jugular  vein. 

Dr.  Drummond  maintains  that  pulsation  of  the  liver  is  the  most 
constant  and  most  valuable  sign  of  tricuspid  regurgitation,  less 
variable  than  systolic  tricuspid  murmur  and  jugular  pulsation  ;  but 
he  does  not  contend  that  hepatic  pulsation  is  pathognomonic  of 
tricuspid  regurgitation,  and  himself  records  a  case  contra.  This 
matter  appears  to  me  to  be  deserving  of  more  extended  clinical 
testing  than  it  has  yet  received,  and  I  shall  be  gratified  if  my  paper 
have  the  effect  of  directing  the  attention  of  others  to  this  point. 

The  questions  still  remain  to  be  answered — How  does  regurgi- 
tation of  blood  into  the  hepatic  veins  in  sufficient  force  to  visibly 
agitate  the  liver  sometimes  occur?  and  why  is  it  not  more  fre- 
quently observed  in  old-standing  cases  of  mitral  disease? 

Neither  Dr.  Taylor  nor  Dr.  Drummond  make  any  reference  to 
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the  peculiarities  in  the  circulation  of  the  liver  in  explanation  of 
hepatic  pulsation,  nor  is  the  topic  alluded  to  in  the  standard  text- 
books of  medicine. 

Many  years  ago  some  ingenious  and  suggestive  views  were 
published  upon  the  circulation  of  the  blood  through  the  liver, 
which  were  novel  at  the  time,  and  which  have  since  been  corrobo- 
rated by  additional  physiological  and  clinical  evidence.  Three 
authors,  independently  of  each  other,  arrived  at  similar  conclusions 
as  to  the  conditions  of  the  circulation  through  the  liver — viz., 
M.  Berard,  Professor  of  Physiology  in  the  Ecole  de  Medecine  in 
Paris,  in  a  paper  published  in  the  Archives  Generates  de  Medecine, 
Juin,  1830  ;  Dr.  Carson,  in  his  work,  "Inquiry  on  the  Circulation," 
Second  Edition,  1833 ;  and  Mr.  Alexander  Shaw,  Assistant  Sur- 
geon to  the  Middlesex  Hospital,  "  On  some  Peculiarities  in  the 
Circulation  of  the  Liver "  (read  before  the  British  Association, 
June  24th,  1842,  and  published  in  the  London  Medical  Gazette, 
July  15th,  1842). 

A  good  abstract  of  Mr.  Shaw's  paper  is  given  in  a  leader  on 
"  The  Explanation  of  Pulsating  Liver,"  Med.  Times  and  Gazette, 
April  15th,  1876.  Mr.  Shaw  set  himself  to  show  that  the  current 
of  blood  in  the  liver  is  subject  to  the  influence  of  the  respiratory 
movements  of  the  thorax,  and  that  the  general  effect  of  these 
actions  is  to  assist  its  flow  from  the  liver  to  the  heart. 

The  vena  porta?,  a  valveless  and  weak-walled  vessel,  has  to  per- 
form the  duties  of  an  artery  without  possessing,  like  the  arteries, 
an  elasticity  to  aid  it  in  propelling  the  blood,  and  without  its  fluid 
contents  receiving  much  benefit  in  the  way  of  direct  impulse  from 
the  heart ;  consequently,  when  we  consider  the  feebleness  with 
which  the  blood  must  be  sent  through  the  gland  by  the  portal 
vessels,  and  how  its  parenchyma  must  be  exposed  to  the  effects  of 
congestion,  it  is  natural  to  expect  that  some  additional  force  should 
be  brought  into  operation  to  accelerate  the  current.  This  auxiliary 
force  is  to  be  found  in  the  actions  of  respiration,  and  the  anatomical 
conditions  which  favour  this  influence  are  these : — 

1.  The  trunks  of  the  hepatic  veins  almost  pierce  the  tendon  of 
the  diaphragm,  to  join  the  inferior  vena  cava. 
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2.  The  hepatic  veins  cannot  collapse  when  subjected  to  atmo- 
spheric pressure — i.e.,  to  the  aspiratory  action  of  the  mediastinum 
or  suction  power  of  the  heart — because  they  are  tunnelled  out 
through  the  solid  substance  of  the  liver,  and  approximate,  in  fact, 
to  rio-id  tubes.  Hence  the  reason  why,  unlike  the  branches  of  the 
vena  porta?,  they  are  not  surrounded  by  a  bed  of  loose  areolar  tissue. 

3.  Durino-  respiration,  by  the  contraction  and  descent  of  the 
diaphragm,  the  caval  orifice  of  the  diaphragm  is  stretched,  the  vena 
cava  itself  straightened,  and  the  course  and  openings  of  the  hepatic 
veins  made  more  direct. 

Conversely  during  expiration  the  venous  trunks  between  the 
liver  and  the  heart  are  shortened,  their  coats  relaxed,  and  the 
opening  in  the  diaphragm  is  diminished.  Thus,  at  the  very  time 
when  the  thoracic  cavity  is  lessening  and  the  blood  has  a  tendency 
to  regurgitate  into  the  hepatic  veins,  this  tendency  is  counteracted 
by  the  provisions  just  described. 

Accordingly,  and  because  inspiration  is  a  more  powerful  act 
than  expiration,  it  follows  that  the  circulation  of  the  liver  gains  by 
the  influence  of  the  atmospheric  pressure. 

But  if  under  any  circumstances  regurgitation  of  blood  from  the 
right  heart  takes  place,  it  will  be  seen  that  this  intimate  relation 
of  the  hepatic  veins  to  the  liver-tissue,  whereby  they  cease  to  be 
flaccid  tubes  and  are  converted  into  patulous  sinuses,  is  a  condition 
especially  favourable  for  communicating  to  the  liver  as  a  whole 
any  pulsation  caused  by  reflux  into  the  inferior  cava  and  large 
hepatic  veins.  The  degree  to  which  the  liver  can  yield  is  regulated 
by  the  elasticity  of  the  enveloping  capsule  of  the  liver  and  of  its 
peritoneal  covering.  Hence  inflammatory  thickening  of  the  capsule 
is  an  obstacle  to  pulsation.  Were  it  not  for  this  elasticity  of  its 
envelopes  the  proper  structure  of  the  liver  would,  in  cases  of 
undue  accumulation  of  blood  within  it,  be  injuriously  compressed 
between  the  blood  in  the  distended  hepatic  canals  and  the  capsule 
of  the  liver. 

Before  hepatic  pulsation  can  occur  the  impulse  must  be  strong 
enough  to  overcome  not  only  atmospheric  pressure,  but  also  the 
resistance  of  the   parenchyma  of  the  liver,  the  elasticity  of  its 
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capsule,  and  all  those  conditions  which  have  been  already  men- 
tioned as  tending  to  prevent  regurgitation  during  ordinary  expira- 
tion. 

It  is  possible,  I  think,  that  there  is  commonly  some  degree  of 
retrograde  pulsation  in  a  nutmeg  liver,  but  that  in  many  cases  it 
is  very  feeble  and  therefore  inappreciable  to  ordinary  methods  of 
examination  ;  and,  independently  of  regurgitation,  whenever,  from 
any  cause,  there  exists  a  condition  of  constant  distension  of  the 
veins  near  to  the  right  auricle,  the  fluid  contained  in  these  parts 
Avould  be  ready  to  receive  and  distribute  an  impulse  by  mere  con- 
tinuity with  the  contracting  cavities. 


BRACHIAL  MONOPLEGIA  WITH  ANAESTHESIA. 
By  C.  J.  NIXON,  M.B.,  LL.D.,  Dubl.;  F.K.Q.C.P.;  F.R.U.I. ; 

Senior  Physician  to  the  Mater  Misericordiae  Hospital ; 
Professor  of  Anatomy  and  Physiology,  Catholic  University. 

[Read  in  the  Medical  Section,  December  14,  1883.] 

The  following  are  the  notes  of  a  case  of  left  brachial  monoplegia 
occui*ring  in  a  patient  whom  I  have  the  honour  of  exhibiting  to  the 
Section.  The  case  is  a  remarkable  one  in  some  respects,  especially 
in  the  irregularly  distributed  area  of  cutaneous  anaesthesia  which 
exists : — 

Case. — Margaret  0.,  aged  nineteen,  a  domestic  servant,  was 
admitted  into  the  Mater  Misericordiae  Hospital  on  the  23rd  of 
October  last,  complaining  of  loss  of  power  in  the  entire  of  her  left 
arm.  She  had  been  in  good  health  up  to  the  23rd  of  last  May, 
had  never  suffered  from  any  form  of  menstrual  derangement,  and 
was  quite  able  to  do  her  work  as  housemaid  and  laundress  with 
efficiency.  Her  family  history  was  satisfactory ;  both  her  parents 
are  living  and  healthy,  and  her  brothers  and  sisters — in  all  ten  in 
number — are  free  from  nervous  and  other  diseases.  On  the  morn- 
ing of  the  23rd  of  May  she  states  that  after  washing  clothes  in  hot 
water  for  some  time,  she  put  her  hands  and  forearms  into  cold 
water;  she  did  this  without  any  assignable  reason.  Immediately 
afterwards,  on  returning  to  the  wash-tub,  she  found  to  her  surprise 
that  she  could  not  feel  the  hot  suds  with  the  left  hand.  Alarmed 
at  this,  she  proceeded  to  pump  some  cold  water  on  her  hand,  but 
after  a  lapse  of  about  five  or  six  minutes  she  found  that  the  feeling 
of  numbness  which  had  seized  the  hand  extended  up  to  the  elbow. 
During  the  evening  there  was  some  weakness  of  the  forearm, 
though  not  to  any  marked  degree.  She  was  able  to  milk  ten  cows, 
but  ahe  had  some  difficulty  in  holding  any  heavy  weight  in  the 
hand.  There  was  no  pain  of  any  kind  experienced.  On  the  fol- 
lowing morning  she  found  on  awakening  that  the  entire  arm  was 
cold  and  stiff,  and  that  the  feeling  of  numbness  had  extended  up  to 
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the  shoulder,  but  she  still  retained  sufficient  power  in  the  arm  to 
get  through  her  morning  work.  After  milking  some  cows  the 
arm  became  powerless  ;  she  felt  it  as  if  it  were  frozen,  and  she 
was  obliged  to  carry  it  in  a  sling.  About  a  week  afterwards  the 
numbness  extended  backwards  around  the  left  shoulder,  and  in 
the  course  of  twenty-four  hours  it  spread  over  the  entire  of  the 
left  side  of  the  thorax,  and  as  far  downwards  as  the  crest  of  the 
left  ilium.  Over  all  these  parts  she  had  the  disagreeable  sensation 
of  coldness,  though  not  to  the  same  extent  as  in  the  arm.  Seven 
weeks  after  the  beginning  of  the  attack  the  numbness  extended  to 
left  side  of  the  neck,  face,  and  part  of  the  left  ear,  but  in  these 
parts  there  was  no  sensation  of  coldness  experienced.  From  the 
beginning  of  her  illness  she  was  put  under  medical  treatment. 
She  had  been  a  patient  in  the  Union  Hospital  for  three  weeks,  but, 
not  finding  any  change  in  her  condition,  she  desired  to  come  to 
Dublin,  and  was  sent  to  me  by  Dr.  Ryan,  of  Limerick,  under 
whose  care  she  had  been.  She  states  that  after  leaving  the  Union 
Hospital  she  remarked  that  on  taking  the  least  exercise,  and 
sometimes  whilst  lying  in  bed,  the  pax*ts  affected  with  numbness 
perspired  freely,  whilst  the  unaffected  parts  remained  perfectly 
dry. 

Her  present  condition,  which  has  not  altered  materially  since 
admission  to  hospital,  I  have  tabulated  under  the  following  head- 
ings :— 

Motor  Function. — There  is  considerable  paresis  of  the  entire  of 
the  left  arm,  and  the  position  in  which  it  is  held  by  the  patient 
indicates  great  powerlessness.  She  cannot  in  the  least  degree 
open  out  her  fingers,  though  she  can  fairly  well  extend  the  hand 
upon  the  wrist.  The  grasping  power  registered  by  the  dyna- 
mometer is  only  7  lbs.  She  can  with  difficulty  flex  and  extend 
the  forearm  upon  the  arm,  but  the  movements  of  the  shoulder  are 
weaker  and  more  limited  than  those  effected  at  the  wrist  and 
elbow.  There  is  no  rigidity  whatever  evinced  on  any  movement 
of  the  arm.  The  electrical  contractility  of  the  muscles  to  the 
continuous  and  faradic  cm-rents  is  normal.  There  is  no  evidence 
of  motor  paralysis  anywhere  except  in  the  left  arm. 

Sensory  Function. — The  patient  has  still  the  feeling  of  coldness 
and  numbness  in  left  arm  and  left  side  of  chest  and  abdomen,  and 
she  states  it  is  increasing  in  area.  Over  the  parts  mentioned 
there  is    complete  absence  of  tactile   sensibility.     She  can  bear 
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without  feeling  the  severest  pinching  of  the  skin,  the  application 
to  the  surface  of  a  needle  heated  to  redness,  and  the  passage 
through  the  skin  of  a  secondary  induced  current  of  great  intensity, 
given  with  the  brush  rheophore.  On  the  left  side  of  the  face 
tactile  sensibility  is  lost  as  far  as  the  mesial  line,  but  common 
sensibility  is  not  impaired  to  the  same  extent  as  in  the  arm. 
The  completely  anaesthetic  parts  show  no  tendency  to  bleed ;  a 
needle  passed  through  the  skin  of  the  hand  produced  not  the 
slightest  oozing  of  blood. 

Vasomotor  Function  and  Temperature. — The  left  hand  and  fore- 
arm present  a  marked  contrast  in  appearance  to  those  of  the  right 
limb,  being  of  a  dusky  red  colour,  which  at  times  amounts  almost 
to  lividity,  whilst  the  temperature  is  sensibly  lowered.  Within 
the  past  week  some  evidences  of  trophic  disturbance  have  shown 
themselves  in  the  form  of  localised,  red,  dense  patches  on  the 
lingers,  like  in  character  to  chilblains. 

Sjjecial  Senses ;  Sight. — A  very  careful  examination  of  the 
patient's  field  of  vision  was  made  by  Mr.  Story.  He  found  it 
somewhat  limited,  but  not  to  any  marked  degree.  There  was  no 
evidence  of  colour-blindness.  The  conjunctiva  and  cornea  of  the 
left  eye  were  completely  anaesthetic.  No  reflex  closure  of  the 
lids  followed  touching  the  cornea  with  the  finger,  though  the 
touch  produced  a  secretion  of  tears.  There  was  no  difference,  in 
this  respect,  between  the  left  and  the  right  eye. 

Taste. — The  sense  of  taste  is  normal.  The  application  of  vinegar 
to  the  left  side  of  the  tongue  is  followed  by  a  free  secretion  of 
saliva  from  the  sublingual  gland.  There  is  no  anaesthesia  of  the 
mucous  membrane  of  the  mouth  or  palate. 

Hearing. — There  are  no  signs  of  any  implication  of  this  sense. 

Smell. — The  sense  of  smell  appears  to  be  diminished  equally  in 
both  nostrils.  The  patient  could  not  at  all  distinguish  the  smell 
of  vinegar,  but  she  could  recognise  the  odour  of  strong  ammonia, 
which  at  once  caused  her  to  sneeze.  There  was  complete  tactile 
anaesthesia  over  the  left  anterior  naris. 

I  may  further  add  that  the  patient  has  no  evidence  of  any  dis- 
turbance, referable  to  the  generative  system ;  there  is  no  ovarian 
tenderness,  and  the  menstrual  function  is  in  all  respects  normal. 
The  girl  is  of  a  quiet,  retiring  disposition,  and  is  apparently  most 
anxious  to  get  cured,  so  as  to  be  able  to  resume  her  former 
occupation. 
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The  girl  was  most  unobtrusive  in  manner,  and  gave  no  evidence 
of  any  morbid  craving  for  sympathy  or  the  existence  of  depraved 
ideas  of  any  kind.  The  possibility  of  the  case  being  one  of  neuritis, 
commencing  in  the  brachial  plexus  and  extending  to  the  cervical 
plexus  and  to  the  intercostal  nerves,  is  suggested  by  the  way  in 
which  the  lesion  commenced,  and  by  the  evidences  of  trophic  dis- 
turbances which  showed  themselves  on  the  fingers  of  the  paralysed 
hand.  This  view,  however,  cannot  account  for  the  partial  implica- 
tion of  the  sensory  division  of  the  left  fifth  nerve,  except,  indeed, 
we  were  to  admit  the  possibility  of  an  extension  of  the  neuritis 
per  contiguitatem  to  some  fibres  of  the  fifth  nerve  which  communi- 
cate on  the  face  with  branches  of  the  cervical  plexus. 

The  patient  was  again  exhibited  to  the  Academy  at  the  meeting 
of  its  Medical  Section  held  on  the  16th  May.  At  this  time  sensa- 
tion and  motor  power  had  almost  completely  returned  in  the  para- 
lysed limb,  and  the  feeling  of  numbness  had  disappeared.  The 
improvement  had  been  attended  with  pains  of  a  burning  character 
in  the  parts  affected  with  loss  of  sensibility.  The  treatment 
adopted  during  the  patient's  stay  in  hospital  was  as  follows : — 
Frequent  use  of  the  faradaic  current ;  friction  with  the  hand  over 
the  paralysed  parts  ;  getting  the  patient  to  make  use  of  the  affected 
limb,  as  in  grasping  objects,  raising  the  arm  above  the  head,  &c. ; 
the  administration  of  iodide  of  potassium  in  five-grain  doses  three 
times  a  day,  and  a  pill  containing  phosphorous  and  strychnia 
morning  and  evening. 


A   CASE   OF   POISONING   BY  THE   INGESTION 
OF  TAINTED  MEAT. 

By  J.  HAWTREY  BENSON,  M.D.,  ILniv.  Dubl.  ;  F.K.Q.C.P. ; 

Physician  to  the  City  of  Dublin  Hospital. 

[Read  in  the  Medical  Section,  January  18,  1884.] 

Though  poisonous  effects  from  the  consumption  of  tainted  food 
are  by  no  means  uncommon,  comparatively,  few  cases  have  been 
published  in  which  the  actual  clinical  details  have  been  described 
consecutively.  The  obscurity,  too,  which  still  hangs  round  the 
problems  incidental  to  almost  every  case,  and  the  irony  with  which 
fate  selected  her  victim  in  this  case,  make  me  hope  that  these  short 
jottings  may  not  be  uninteresting.  More  especially  do  I  hope  it 
as  so  much  attention  has  lately  been  directed  into  this  channel  by 
the  writings  of  Panum,  Francesco  Selmi,  and  Dr.  Cameron  of  this 
city,  and  by  the  mystery  which  still  surrounds  the  properties  and 
the  genesis  of  those  interesting  cadaveric  alkaloids,  the  ptomaines. 

Case. — On  Thursday,  December  the  27th,  I  was  hastily  sum- 
moned to  a  house  in  Pembroke-road,  and  there  I  found  that  the 
sick  man  was  our  distinguished  medical  officer  of  health,  Dr. 
Charles  A.  Cameron. 

I  should  say  that  it  is  by  his  special  permission  that  I  name  the 
patient,  as  he  felt  rightly  that  it  always  authenticates  and  increases 
the  interest  of  a  case  when  the  individual  to  whom  it  refers  can  be 
named. 

Dr.  Cameron  then  explained  that  on  the  previous  day  he  had 
eaten  about  one  ounce  of  roast  turkey  which  was  rather  high,  yet 
was  not  so  high  as  to  prevent  six  others  at  table  from  dining  off  it. 
All  the  others  partook  of  the  white  breast,  and  three  of  these  were 
made  slightly  ill,  with  nausea  and  abdominal  pain,  during  the 
following  night.  The  doctor  used  a  small  portion  of  the  back 
where  the  meat  was  red.     Immediately  after  he  had  eaten  it  he 
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became  conscious  of  a  most  disagreeable  effect,  and  for  the  rest  of 
the  day  he  felt  nauseated,  and  had  frequent  sickening  eructations 
of  foetid  gas.  But,  with  philosophical  expectancy,  he  went  to  bed 
without  having  taken  any  measure  to  rid  himself  of  the  pernicious 
contents  of  the  stomach.  That  night  he  suffered  severe  abdominal 
pain,  nausea,  foetid  eructations,  feverishness,  headache,  and  absolute 
sleeplessness. 

Next  morning  (Thursday)  though  feeling  very  ill,  he  rose  at  the 
usual  hour,  took  a  mustard  emetic,  with  only  a  partially  successful 
result,  and  went  down  to  the  City  Hall,  where  he  had  to  give 
evidence  at  a  Local  Government  Board  inquiry.  While  under 
examination  he  became  faint ;  broke  out  into  a  cold  sweat ;  was 
carried  into  an  adjoining  room,  and  there  vomited.  He  then  got 
home  and  sent  for  me. 

At  12  o'clock  noon  I  found  him  pale,  cold,  and  faint,  reclining 
in  an  arm  chair.  The  offensive  eructations  had  entirely  ceased 
since  he  vomited  in  the  City  Hall,  and  the  nausea  had  diminished, 
but  he  had  considerable  abdominal  pain,  and  great  tympanites ; 
no  action  of  the  bowels  ;  pulse  84.  Ordered  a  strong  rhubarb  and 
saline  draught  with  carminatives,  and  a  turpentine  fomentation  to 
abdomen,  and  with  difficulty  got  him  up  to  bed. 

At  5  o'clock  I  saw  him  again ;  found  he  had  slept  a  little,  and 
was  told  he  had  vomited  the  draught ;  no  action  of  the  bowels. 
He  was  now  extremely  faint ;  pulse  92,  intermittent,  scarcely  per- 
ceptible, and  so  compressible  that  it  was  only  by  the  most  watchful 
adjustment  of  pressure  that  I  could  feel  the  pulse  at  all.  The  first 
sound  of  the  heart  was  distinct  though  very  weak,  but  the  second 
sound  was  quite  inaudible  over  the  aortic  valves.  He  had  also 
much  precordial  anxiety,  and  a  feeling  of  pressure  akin  to  pain, 
referred  to  the  heart ;  dilated  pupils,  too ;  dimness  of  vision,  and 
severe  headache.  The  skin  was  cold  but  dry ;  his  throat  was  dry 
and  sore  ;  articulation  was  very  difficult ;  tympany  and  abdominal 
pain  were  still  great ;  and  there  was  marked  tenderness  along  the 
descending  colon. 

Finding  him  in  this  extremely  prostrate  condition  I  sent  down 
at  once  for  some  champagne,  and  in  two  draughts  he  drank  a  pint 
of  that  wine,  and  he  ate  a  morsel  of  dry  toast.  He  immediately 
revived  somewhat,  his  pulse  becoming  more  perceptible.  Ordered 
;i  dessertspoonful  of  whisky  with  soda-water  every  two  hours,  and 
tin'  draught  to  be  given  again  in  halves,  with  an  interval  of  half  an 
hour. 
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At  9  p.m.  both  heart  sounds  were  audible,  though  extremely 
jfeeble;  pulse  104;  temperature  lOTS0.  He  complained  much  of 
dry  sore  throat ;  abdominal  tympany  and  tenderness  still.  The 
draught  had  been  retained,  but  the  bowels  had  not  acted.  The 
skin  was  now  hot  and  dry,  and  the  patient  complained  of  acidity  of 
the  stomach,  which  he  attributed  to  the  champagne.  Ordered  a 
diaphoretic  and  antacid  mixture  for  the  night,  and  to  continue  the 
whisky  with  soda-water  and  milk  every  four  hours. 

That  night,  in  spite  of  the  diaphoretic,  he  suffered  intense 
burning  dry  fever,  having  to  throw  off  all  bed-clothes  except  the 
sheet.  I  regret  having  no  thermometric  observation  taken  during 
this  time,  but  his  temperature  must  have  risen  considerably  beyond 
what  it  was  at  9  p.m.  Towards  morning  he  had  two  very  copious 
watery,  scalding  evacuations  without  any  considerable  amount  of 
fseculent  matter,  and  after  these  he  felt  immediate  and  most  marked 
relief.  He  also  passed  a  large  quantity  of  dark-coloured  urine 
laden  with  deposit  and  intensely  acid. 

Next  morning  (Friday)  I  found  all  fever  had  disappeared ; 
temperature  97° ;  pulse  72;  sore  throat  still;  slight  uneasiness  in 
abdomen,  with  considerable  tenderness  in  course  of  descending 
colon.     Had  eaten  some  breakfast.     Ordered  calomel,  four  grains. 

5  o'clock. — Pulse  76;  temperature  97°;  symptoms  unaltered; 
calomel  had  not  acted.  Ordered  a  castor-oil  draught  with  carmi- 
natives. 

29th. — Better  in  every  respect,  though  still  very  prostrate. 
Temperature  and  pulse  same  as  previous  day.  Up  to  this  the 
patient  had  had  no  appetite  whatever,  but  now,  fortified  by  the 
principle  "  similia  similibus  curantur"  he  asked  leave  to  eat  for  his 
dinner  "  a  little  bit  of  turkey" ! ! ! 

From  that  out  the  patient  gained  strength  rapidly,  with,  however, 
a  subnormal  temperature  for  several  days  after. 

But  the  most  interesting  feature  of  the  case  I  have  yet  to 
mention.  It  is  the  character  of  the  urine  passed  during  the  second 
night — that  in  which  the  septic  effects  had  reached  their  maximum. 

The  following  is  an  abstract  of  the  analysis  made  in  Dr. 
Cameron's  laboratory  by  Mr.  John  Macallan,  Demonstrator  of 
Chemistry  in  the  School  of  the  Royal  College  of  Surgeons  : — 

"The  specimen  of  urine  had  a  strongly  acid  reaction,  and  deep 
reddish  yellow  colour.     Its  appearance  was  turbid,  and  a  sediment 
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soon  deposited  from  it.  Its  specific  gravity  at  60°  F.  was  1038, 
which  became  reduced  to  1037  after  separation  of  the  deposit.  It 
contained  no  trace  of  sugar.  Albumen  was  present  in  very  slight 
amount.  The  deposit,  which  was  of  a  brick-red  colour,  and  was 
entirely  soluble  on  heating,  when  examined  microscopically  was 
seen  to  consist  of  well-developed  rhomboidal  crystals  of  uric  acid, 
together  with  a  small  amount  of  urates.  An  estimation  of  the 
urea,  made  by  Russell  and  West's  process,  gave,  in  1000  cubic 
centimetres  of  urine,  a  result  of  34  grammes  of  urea,  and  in  the 
same  quantity  were  found  1*39  grammes  of  uric  acid.  Hence  the 
unusually  high  specific  gravity." 

The  large  amount  of  these  ingredients  may  be  better  appreciated 
if  I  mention  that,  from  data  supplied  to  me  by  Mr.  Macallan,  I 
calculate  that  the  mean  of  the  estimates  made  by  Millar,  Becquerell, 
Simon,  and  Roberts,  for  these  substances  in  1000  cubic  centimetres 
of  healthy  urine,  is  for  urea  16*05  grammes,  and  for  uric  acid 
(••45  grammes. 

This  analysis  is  remarkable  and  worth  recording,  as  I  have  not 
been  able  to  find  any  published  analysis  of  the  urine  in  similar 
cases. 

One  of  the  first  questions  that  might  arise  in  this  case  is — was 
it  one  of  "  septic  poisoning "  by  the  absorption  of  some  of  the 
cadaveric  alkaloids,  or,  was  it  a  case  of  "  septic  infection  "  caused 
by  the  entrance  into  the  blood,  and  by  the  multiplication  therein, 
of  a  specific  micro-organism  ? 

Indeed,  I  would  scarcely  raise  the  question  had  not  the  "sausage 
poison  "  been  lately  attributed  by  Van  den  Corput  to  the  presence, 
in  some  instances  at  least,  of  a  species  of  sarcina — the  "  sarcina 
botulina."  And  again,  the  Welbeck  and  Nottingham  cases  of 
meat  poisoning,  which  occurred  in  1880,  were  proved  by  Dr.  Klein 
to  have  been  caused  by  a  species  of  bacillus  in  the  state  of  spore- 
formation,  which  he  found  in  enormous  quantity  in  both  the  meat 
and  in  most  of  the  tissues  and  organs  of  some  of  those  who  died 
from  the  effects. 

In  the  meal  poisoning  cases,  too,  which  took  place  at  Rosegar- 
land,  in  the  Co.  Wexford,  last  August,  Dr.  Cameron,  who  specially 
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investigated  and  published  the  circumstances,  tells  us  "  the  boiled 
beef  was  permeated  with  bacteria  and  minute  fungi,"  though  he 
does  not  say,  nor  do  I  believe  he  thinks,  that  these  produced  the" 
poisonous  effects.  The  question  that  I  put  is,  therefore,  I  think,  a 
fair  one  for  discussion. 

I  have  no  hesitation  in  saying  that  I  believe  the  poisonous 
effects  in  the  case  before  us  were  not  produced  by  micro-organisms. 
The  rapidity  with  which  the  symptoms  began,  and,  more  especially, 
the  rapidity  with  which  the  acute  symptoms  disappeared  after 
copious  evacuation  had  taken  place — the  extreme  lowering  of 
arterial  tension — the  dilatation  of  the  pupils — and  the  dryness  of 
the  mucous  membranes — all  point  to  the  ptomaines  as  the  cause. 

Had  I  thought  that  micro-organisms  had  taken  any  part  in  the 
causation  of  the  symptoms,  I  should  at  once  have  given  a  large 
dose  of  calomel,  on  account  of  the  destructive  effects  of  this  drug 
on  organised  ferments  in  the  alimentary  canal. 

Another  question  forces  itself  irresistibly  to  the  front — why  is 
it  that  poisonous  effects  from  tainted  meat  are  found  so  seldom  in 
proportion  to  the  great  frequency  with  which  game  and  other 
articles  of  food  are  used  in  a  fashionably  "  high "  condition  ? 
In  other  words,  what  determines  the  formation  of  these  deadly 
ptomaines,  for  it  is  clear  they  are  not  always  present  in  com- 
mencing septic  changes  ?  Can  it  be  a  question  of  the  temperature 
at  which  these  changes  take  place,  oi-,  of  exposure,  or  non-exposure 
to  the  atmosphere  ?  And  are  they  formed  in  all  cases,  if  only 
those  changes  proceed  far  enough  ?  Again — can  the  existence  of 
disease  at  the  time  of  the  animal's  death  have  any  influence  ? 

Doubtless,  in  this  case  the  patient  was  rendered  a  more  easy 
prey  to  those  poisonous  principles  by  the  fact  that  he  was,  at  the 
time,  both  mentally  and  physically  depressed. 


NOTES  OF  A  CASE  OF  PRIMARY  LATERAL 
SCLEROSIS. 

C.  J.  NIXON,  M.B.  Univ.  Dub. ;  F.R.U.I. ;  F.K.Q.C.P. ; 

Senior  Physician  to  the  Mater  Misericordise  Hospital  ; 
Professor  of  Anatomy  and  Physiology,  Catholic  University. 

[Read  in  the  Medical  Section,  February  15,  1884.] 

The  records  of  cases  of  primary  lateral  sclerosis  have  been  of  late 
years  so  numerous  that  but  little,  if  any,  value  can  be  attached  to 
a  reiteration  of  symptoms  already  well  known  and  fully  analysed ; 
yet  recent  experience  has  shown  me  that  the  advances  made  in 
the  semeiology  and  localisation  of  affections  of  the  spinal  cord — 
advances  of  a  degree  perhaps  not  equalled  by  the  results  of  inves- 
tigation of  diseases  of  any  other  organs — are  not  as  widely  known 
as  they  might  be,  or  as  they  deserve  to  be.  There  is  probably  no 
class  of  diseases  to  the  investigation  of  which  more  interest  is 
attached  than  that  of  spinal  cord  disease — none  of  more  importance 
than  when  its  existence  or  non-existence,  its  trivial  or  its  grave 
nature,  become  the  subject  of  legal  investigation.  Notwith- 
standing the  obscurity  which  still  surrounds  the  development  of 
many  of  its  morbid  changes  and  the  unsatisfactory  results  of  the 
treatment  of  its  more  serious  lesions,  still  it  must  be  admitted  that 
the  basis  established  by  physiological  and  pathological  investigation 
for  the  differential  diagnosis  of  diseases  of  the  spinal  cord  is,  in 
the  main,  a  sound  and  rational  one,  and  probably  no  affection  of 
the  cord  more  fully  shows  this  than  the  disease  an  example  of  which 
I  now  bring  under  the  notice  of  the  Academy  of  Medicine  : — 

Cask. — P.  K.,  an  intelligent  and  fairly  healthy-looking  boy, 
aged  fifteen,  was  admitted  into  the  Mater  Misericordise  Hospital  on 
the  31st  January  of  this  year.  He  was,  even  at  this  early  age,  a  farm 
labourer,  free  from  illness  prior  to  his  present  one,  and  having  a 
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family  history  in  all  respects  good.  He  received  no  injury  or  hurt 
of  any  kind,  strain  or  otherwise,  and  he  had  not  been  subjected 
to  wettings.  In  May  last  he  remarked  his  right  leg  becoming 
stiff ;  it  dragged  after  him  whilst  walking,  and  he  was  obliged  to 
use  a  stick.  In  about  a  week  afterwards  he  found  that  strength 
had  returned  in  the  leg  in  its  full  degree.  In  the  latter  end  of 
July  the  same  leg  again  became  weak,  and  he  now  remarked  that 
when  he  sat  down,  or  if  he  were  startled  in  any  way,  the  leg  began 
to  tremble,  and  he  was  obliged  to  seize  it  with  both  his  hands  in 
order  to  cause  the  tremor  to  cease.  Two  months  later  the  left 
leg  was  affected.  He  had  then  considerable  difficulty  in  walking 
felt  fatigued  in  the  legs  after  the  least  exertion,  and  had  his  pro- 
gression constantly  arrested  by  the  limbs  becoming,  as  he  himself 
expressed  it,  "  as  stiff  as  a  poker."  After  a  few  moments  the 
rigidity  passed  off,  and  he  could  then  resume  walking  until  it 
recurred.  The  difficulty  in  using  the  limbs  increased  to  such  a 
degree  that  a  short  time  before  his  admission  to  hospital  he  had 
entirely  lost  the  use  of  them. 

On  examination  in  hospital  his  condition  was  found  to  be  as 
follows  : — 

As  the  boy  lay  in  bed  it  was  observed  that  both  legs  were 
fully  extended  and  closely  locked  together  by  firm  contraction  of 
the  adductors ;  the  foot  in  the  position  of  talipes  equino-varus,  but 
the  great  toe,  during  the  first  moments  of  inspection,  in  a  state  of 
extreme  extension,  owing  to  a  temporary  spasm  of  the  long  extensor 
pollicis.  As  a  rule,  during  this  condition  of  rigid  extension  of 
the  limb,  the  contraction  is  so  great  that,  with  the  most  forcible 
effort,  one  is  unable  to  overcome  it  so  as  to  bend  the  knee  to 
a  right  angle.  This  rigid  condition  is  frequently  produced  by 
rapid  flexion  and  extension  of  one  or  both  legs,  and  occasionally 
by  the  patient  making  an  effort  to  use  the  limbs,  as  in  trying  to 
get  out  of  bed.  The  expression  "  tetanoid  paraplegia,"  given  to 
the  condition  by  Seguin,  conveys  the  idea  of  this  state  of  contrac- 
tion very  fully.  Accompanying  it  was  the  most  marked  increase 
in  the  reflex  action  of  the  tendons — viz.,  patellar  and  quadriceps 
reflex  and  ankle  clonus.  The  slightest  amount  of  passive  flexion 
of  the  foot  produced  the  most  marked  ankle  clonus ;  the  patellar 
reflex  was  so  exaggerated  that  at  times  a  slight  tap  given  to  the 
ligamentum  patellae  when  the  limb  was  raised  in  extension  produced 
either  ankle  clonus  without  passive  flexion  or  a  well-marked  tremu- 
lation  in  the  entire  limb  of  a  perfectly  rhythmical  character,  which 
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after  a  time  communicated  itself  to  the  opposite  leg.  This  con- 
vulsive trepidation,  or,  as  it  is  called,  spinal  epilepsy,  could  as  a 
rule  be  arrested  by  firmly  pressing  on  the  leg  above  and  below  the 
knee,  by  forcibly  extending  the  foot  upon  the  leg,  or,  as  Brown- 
Sdquard  has  suggested,  by  grasping  the  great  toe  of  the  limb 
affected  and  flexing  it  forcibly  and  suddenly.  The  ankle  clonus 
existed  to  such  an  extreme  degree  that  it  was  difficult  to  demonstrate 
the  front  tap  contraction  of  Gowers,  but  it  could  occasionally  be 
produced  when  the  foot  is  passively  extended  at  a  certain  angle. 
A  very  well-marked  periosteal  reflex  could  be  produced  on  sharply 
percussing  over  the  anterior  surface  of  the  tibia?.  The  superficial 
reflexes  were  diminished  ;  no  effect  followed  tickling  of  the  soles  of 
the  feet,  though  the  patient  felt  distinctly  the  peripheral  irritation. 
There  was  no  disturbance  of  any  form  of  sensibility,  no  wasting 
of  the  muscles  of  any  marked  degree — certainly  not  more  than 
could  be  accounted  for  by  the  non-use  of  the  limbs — and  no  evidence 
of  any  form  of  trophic  disturbance.  The  urine  was  normal  in  its 
composition,  and  the  functions  of  the  bladder  and  rectum  were 
perfectly  unaffected.  There  was  some  rigidity  and  loss  of  power  in 
the  back,  and  the  patient  was  unable  to  keep  himself  raised  in  bed 
without  being  supported.  The  electrical  examination  of  the  muscles 
showed  a  very  decided  lowering  of  both  galvanic  and  faradic 
excitability.  The  temperature  of  the  limbs  was  reduced,  but  not 
to  a  greater  degree  than  could  be  explained  by  the  absence  of 
muscular  action.  This  inaction  explained  the  alteration  which 
existed  in  the  circulation  through  the  skin  of  the  paralysed  legs — 
the  condition  known  as  "  atonic  hyperemia  by  stagnation  "  beins 
identical  with  the  mottled  appearance  which  one  sees  so  constantly 
in  the  spinal  paralysis  of  children. 

The  prominent  features  of  the  case  just  narrated  are — motor 
paralysis  of  the  lower  limbs,  without  impairment  of  any  form  of 
sensibility  ;  the  absence  of  vesical  and  rectal  weakness  ;  the  presence 
of  muscular  contracture  and  increase  of  the  deep  reflexes  to  a  marked 
degree ;  and  the  absence  of  any  sign  of  trophic  disturbances  in 
the  muscles  or  in  the  skin  and  cellular  tissue. 

The  study  of  this  disease  is  interesting,  as  it  affords  an  instance 
of  the  localisation  of  an  anatomical  lesion  in  the  cord,  deducible  from 
physiological  and  pathological  considerations,  before  its  site  was 
determined  by  post-mortem  investigation.     Thus  the  absence  of 
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impairment  of  sensibility,  of  vesical  weakness,  of  signs  of  ataxy  and 
of  trophic  disturbances,  excluded  disease  in  the  central  grey  portion 
of  the  cord,  in  the  posterior  horns  of  grey  matter,  and  in  the  posterior 
columns.  The  absence  of  muscular  atrophy  and  the  presence  of 
the  tendon  reflexes  show  that  there  can  be  no  lesion  of  the  anterior 
horns  of  grey  matter,  of  the  anterior  roots  of  the  spinal  nerves, 
and  probably  of  the  anterior  columns  connected  with  those  roots. 
Affections  of  the  columns  of  Goll  are  secondary  to  transverse 
myelitis  or  to  posterior  spinal  sclerosis,  the  symptoms  of  which 
pre-exist,  whilst  disease  of  the  lateral  cerebellar  tracts  is  always 
secondary  and  ascending,  being  associated  with  transverse  myelitis, 
or  with  what  is  known  as  the  cortical  or  ring-shaped  sclerosis  met 
with  as  a  result  of  nienin go-myelitis.  There  is  then  a  lesion  of  no 
portion  of  the  cord  left  to  connect  with  the  symptoms  of  cases  such 
as  that  which  I  have  described  but  the  lateral  columns  and  probably 
a  small  portion  of  the  grey  substance.  Strongly  supporting  this 
localisation  of  disease  par  voie  <T exclusion  are  the  thorough  researches 
of  Tiirck  and  Bouchard  on  the  symptoms  of  secondary  degenerations 
in  the  spinal  cord  and  their  pathogeneses.  The  slowly-developed 
contracture  met  with  in  cases  of  hemiplegia  and  the  marked 
increase  of  the  tendon  reflexes  afford  a  parallel  train  of  symptoms 
to  those  occurring  in  primary  lateral  sclerosis,  whilst  the  patho- 
logical anatomy  of  the  former  condition  is  with  certainty  to  be 
sought  for  in  the  course  of  the  pyramidal  tracts.  It  is  all  the 
more  interesting  that  the  assumed  lesion  in  the  cord  in  spasmodic 
spinal  paralysis,  based  on  the  physiological  and  pathological 
researches  just  laid  down,  should  have  been  verified  by  post-mortem 
examination  of  cases  where  the  symptoms  of  the  disease  had  been 
accurately  noted  during  life,  as  in  the  cases  recorded  by  Drs. 
Morgan  and  Dreschtield,  and  by  Aufrecht ;  so  that  notwithstanding 
Leyden's  opposition  to  the  localisation  of  the  disease  in  the  lateral 
columns  of  the  cord,  the  weight  of  evidence  may  be  regarded  as 
entirely  in  favour  of  this  view. 

The  way  in  which  primary  sclerosis  of  the  lateral  columns  is  set 
up  is  a  question  which  may  fairly  be  the  subject  of  discussion  by 
the  Academy.      In  secondary  lateral   sclerosis  there  can  be  no 
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doubt  but  that  the  first  evidence  of  disease  is  met  with  in  the  nerve- 
fibres,  which  undergo  a  marked  degeneration  before  any  alteration 
is  noted  in  the  connective-tissue,  and  it  seems  reasonable  to  assume 
that  these  degenerated  nerve-fibres  may  be  the  source  of  an  irrita- 
tion or  inflammation  set  up  in  the  neuroglia  in  connexion  with 
them  which  leads  to  its  rapid  proliferation.  But  in  primary 
sclerosis  the  pathological  changes  which  are  found  suggest  diffi- 
culties which  as  yet  are  not  solved.  Thus  we  are  uncertain  as  to 
whether  the  disease  is  inflammatory,  whether  it  represents  merely 
a  degeneration,  or  whether  it  may  not  be  a  mixture  of  both  pro- 
cesses. Does  it  commence  in  the  nerve-fibres  or  in  the  connective- 
tissue?  In  the  absence  of  anything  to  account  for  a  primary 
degeneration,  it  seems  most  probable  that  it  is  a  form  of  chronic 
myelitis,  commencing,  as  it  is  believed  by  Remak  and  Senior, 
in  locomotor  ataxy  in  two  ways — viz.,  1st,  as  a  parenchymatous 
sclerosis  where  there  is  a  primary  irritation  with  degeneration  of  the 
nerve  elements  themselves;  or,  2nd,  as  a  primary  irritation  and 
proliferation  of  the  interstitial  tissue — i.e.,  interstitial  sclerosis  with 
subsequent  implication  of  the  nerve  elements. 

I  may  draw  attention  for  a  moment  to  the  anatomical  charac- 
teristics of  the  three  forms  of  gvey  degeneration  met  with  in  the 
lateral  columns,  and  which  I  have  figured  in  a  sketch. 

1.  The  form  observed  in  primary  lateral  sclerosis,  where  the 
entire  of  the  posterior  half  of  each  lateral  column  is  occupied  by 
the  degeneration  which  reaches  the  surface  of  the  pia  mater. 

2.  The  form  observed  as  a  result  of  disease  of  the  spinal  cord, 
where  the  grey  degeneration,  although  it  reaches  the  pia  mater, 
does  not  extend  to  the  posterior  horns  of  grey  matter.  In  these 
two  forms  both  direct  pyramidal  tracts  are  involved. 

3.  The  somewhat  rounded  grey  degeneration  standing  out  in 
sharp  outlines  from  the  surrounding  substance,  not  reaching  the 
pia  mater,  and  involving  the  innermost  division  of  the  anterior 
column  of  the  opposite  side.  This  is  the  form  met  with  in  the 
descending  degeneration  following  brain  disease. 

It  is  interesting  to  note  the  differences  which  sometimes  exist 
witli  regard  to  the  cutaneous  and  the  deep  reflexes  in  lateral  spinal 
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sclerosis.  There  is  good  reason  to  believe  that  the  two  forms  of 
reflex  are  conducted  through  separate  paths  in  the  spinal  cord. 
Thus  the  deep  reflexes  probably  pass  through  the  posterior  root- 
zone  to  reach  the  multipolar  cells  of  the  anterior  cornua — hence 
the  extinction  of  tendon  reflex  in  advanced  posterior  spinal  sclerosis. 
On  the  other  hand,  the  superficial  reflexes  pass  probably  directly 
into  the  posterior  horn  of  grey  matter,  and  thence  through  the  grey 
substance  into  the  anterior  cornua.  This  difference  in  the  course 
of  the  fibres  of  the  reflex  arc  serves  to  explain  the  existence  in 
some  cases  of  one  form  of  reflex  with  extinction  of  the  other. 

The  marked  increase  of  the  tendon  reflexes  in  lateral  sclerosis 
is  traceable  to  two  conditions — 1st,  the  removal  of  cerebral  influence 
upon  the  spinal  cord  ;  and  2nd,  the  development  of  tension  rising 
to  contracture  in  the  paralysed  muscles,  which  keeps  the  peripheral 
termination  of  the  afferent  and  efferent  nerves  in  a  constant  state 
of  irritation — hence  the  increased  irritability  of  the  reflex  arc. 
That  this,  however,  is  not  a  full  explanation  of  increased  tendon 
reflex,  is  shown  by  the  fact  alluded  to  by  Ross,  that  patellar  tendon- 
reflex  often  manifests  itself  in  hemiplegic  limbs  long  antecedent 
to  the  establishment  of  the  condition  known  as  late  rigidity.  This, 
at  all  events,  seems  to  point  to  the  probability  of  the  deep  reflexes 
representing  compound  phenomena,  the  nexus  of  the  elements  of 
which  we  do  not  as  yet  thoroughly  understand. 

In  conclusion  I  may  observe  that  the  case  is  peculiar  in  two 
respects — first,  in  its  occurring  at  a  comparatively  early  age  ;  and, 
secondly,  in  the  rapidity  with  which  paralysis  of  the  lower  limbs 
was  produced.  The  records  of  cases  of  this  disease  show  that  it 
is  most  frequently  met  with  between  the  ages  of  thirty  and  forty- 
five  ;  and  the  transition  from  pai*e*is  to  total  loss  of  motor  power 
in  the  limbs  often  extends  over  a  period  of  several  years.  But, 
except  in  these  instances,  the  case  presents  the  symptoms  of  primary 
lateral  sclerosis  in  a  most  marked  degree ;  and,  not  with  a  view  of 
suggesting  anything  original  in  the  conception  of  the  disease,  but 
to  illustrate  its  typical  features,  I  thought  an  example  of  it  worthy 
of  being  brought  under  the  notice  of  the  Academy. 
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[I  had  the  honour  of  again  bringing  the  patient  who  was  the 
subject  of  the  above  notes  before  the  Medical  Section  of  the 
Academy  of  Medicine  on  the  16th  May.  For  some  weeks  pre- 
viously there  had  been  a  gradual  return  of  motor  power  in  the 
paralysed  limbs,  first  showing  itself  in  the  movements  of  the  great 
toe  of  the  right  foot  and  in  certain  movements  of  the  hip-joint. 
The  return  of  motor  power  showed  itself  in  a  similar  way  in  the 
left  leg,  and  ultimately  the  patient  was  able  to  walk  without  diffi- 
culty and  without  the  aid  of  a  stick.  He  left  hospital  on  the  2nd 
June  with  almost  complete  restoration  of  power  in  the  lower 
extremities,  whilst  the  condition  of  the  deep  reflexes  had  become 
normal.  The  treatment  adopted  during  the  time  the  patient  was 
under  observation  in  hospital  consisted  in  the  administration  of 
one-sixth  of  a  grain  of  the  sodio-chloride  of  gold  every  fourth  hour, 
and  the  occasional  galvanisation  of  the  paralysed  limbs.] 
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Assistant-Physician  to  the  Adelaide  Hospital. 

[Read  in  the  Medical  Section,  March  14,  1884.] 

In  January  last  the  boy  whom  I  exhibit  to  the  Academy  was 
brought  from  Portarlington  to  the  Adelaide  Hospital,  suffering 
from  a  peculiar  disease  of  the  skin.  As  I  was  in  much  doubt 
regarding  the  diagnosis  of  the  affection,  I  was  anxious  to  get  the 
opinion  of  the  members  of  the  Academy  on  his  case,  so  I  wrote  to 
his  father  requesting  him  to  bring  up  my  former  patient,  and  also 
his  younger  brother,  who,  I  had  heard,  was  affected  in  a  similar 
way.  With  this  request  he  complied.  My  notes  on  the  elder 
brother's  case  are  as  follows  : — 

Moses  L.,  aged  fifteen,  a  fairly  healthy-looking  lad,  dark  com- 
plexioned,  first  came  under  my  observation  in  January  last.  The 
appearance  of  the  skin  to-day  is  much  the  same  as  it  was  when  I 
first  saw  him,  and  is  as  follows  : — An  eruption  is  present  over 
a  considerable  part  of  his  body,  in  the  form  of  spots  of  four 
different  kinds,  which  appear  to  represent  different  stages — 1.  Red, 
slightly-raised  pimples,  some  the  size  of  the  head  of  an  ordinary 
pin,  others  larger,  about  split-pea  sized,  mostly  topped  with  a  minute 
blood-clot,  the  result  of  scratching.  2.  Dull-brownish  circular 
spots,  about  f -inch  in  diameter  for  the  most  part,  but  some  rather 
larger,  on  a  level  with  the  surface  of  the  skin,  and  presenting  to  the 
finger  passed  over  them  either  the  feel  of  healthy  skin  or  of  skin 
slightly  tougher  than  normal ;  the  colour  does  not  alter  on  pressure. 
3.  Similar  sized  spots,  with  a  whitish  centre  and  dull  brown 
periphery.  4.  White  spots  of  different  sizes,  some  very  small, 
others  larger,  but  only  few  as  large  as  the  brown  ones.     These  are 
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mostly  on  a  level  with  the  surface  of  the  skin,  and  feel  somewhat 
firm  to  the  touch  ;  some,  however,  present  minute  depressions  on 
their  surface,  being  somewhat  "thimbled,"  and  one  or  two  present 
minute  furrows  radiating  from  the  centre.  The  localities  affected 
are  the  neck,  the  back  and  front  of  chest,  the  extensor  surface  of 
the  arms,  the  forearms,  the  extensor  surface  of  the  thighs  and  legs. 
The  spots  are  most  abundant  on  the  chest.  On  the  forehead  there 
are  two  or  three  brown  spots,  and  on  the  cheeks,  especially  the 
left,  are  a  few  red  pimples.  One  or  two  red  pimples  are  present 
on  the  scalp.  The  eruption  spares  the  hands  and  feet,  the  flexor 
aspect  of  the  arms,  the  axilla?,  the  flexor  aspect  of  the  knees,  the 
abdomen,  and  genitals.  The  white  spots  unsurrounded  by  a  brown 
ring  are  very  abundant  on  the  front  and  back  of  the  chest.  There 
is  a  peculiar  mottled  appearance  of  the  skin,  very  marked  between 
the  shoulders,  the  unaffected  skin  being  brownish,  and  contrasting 
with  the  darker  and  lighter  spots.  The  eruption  consists  chiefly 
of  brown  maculae,  with  or  without  a  whitish  centre,  and  of  white 
spots ;  the  red,  slightly-raised,  pimples  are  only  found  here  and 
there.     The  sensation  in  all  the  spots  is  normal. 

The  course  of  the  affection,  according  to  the  boy's  account, 
which  he  gives  in  a  very  clear  manner,  is  as  follows  : — He  first 
suffers  itchiness  in  one  spot ;  as  yet  the  skin  looks  perfectly  normal ; 
he  scratches  the  spot;  the  scratching  is  followed  by  redness,  and 
often  by  an  appearance  like  "  hives."  After  some  hours  (on  the 
following  morning,  if  he  scratches  the  itchy  spot  the  night  before) 
a  slightly-raised  pimple  appears,  which  may  or  may  not  be  itchy. 
Soon  this  pimple  flattens,  becomes  dull-brown,  and  enlarges ;  after 
a  time  the  centre  becomes  whitish,  the  circumference  remaining 
brown  ;  and  finally  the  brown  colour  disappears,  leaving  a  white 
spot,  which  persists.  He  cannot  say  in  what  space  of  time  these 
changes  take  place.  The  itchiness  of  each  spot  is  as  a  rule  felt 
only  at  the  commencement,  and  may  last  only  a  few  minutes ;  it 
is  more  often  felt  at  night  than  during  the  day,  but  he  is  never 
kept  awake  by  it.  Raised  pimples  sometimes  appear  without  pre- 
vious scratching  ;  occasionally  pimples  remain  itchy  for  a  few  days. 

His  previous  history,  as  obtained  chiefly  from  his  father,  is  as 
follows  : — He  was  quite  healthy  when  born,  and  the  skin  was  free 
from  eruption.  At  the  age  of  seven  years  a  large  sore  came  on 
the  back  of  his  head,  from  which  a  quantity  of  matter  issued  ;  this 
after  a  time  got  well.  Shortly  after  he  got  a  "  gathering"  in  one 
ear,  which  got  well  also.     Three  years  ago,  or  thereabout,  his  father 
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occasionally  noticed  on  his  face  small  red  spots,  such  as  might  be 
produced  by  scratching  a  small  pimple  ;  these  got  well.  It  was 
afterwards  noticed  that  he  used  to  scratch  his  neck  and  back  between 
the  shoulders;  but  it  was  not  till  the  spring  of  1883  that  spots 
similar  to  those  at  present  on  his  body  were  observed  ;  their  course 
since  then  has  been  as  above  indicated.  Two  years  ago  an  abscess 
formed  over  the  right  lower  jaw,  which  burst  and  then  healed  up. 

With  regard  to  family  history,  his  father  and  mother  are  first 
cousins,  the  children  of  two  brothers.  Their  grand-parents  were 
not  related.  His  grandmother  (on  the  mother's  side)  was  born 
in  Barbadoes,  her  mother  being  a  native  of  that  place,  but  her 
father  an  Englishman.  The  boy's  father  is  very  healthy,  and 
never  had  any  skin-affection.  His  mother  has  been  out  of  her 
mind  several  times,  and  her  mother  was  so  also.  His  mother  has 
had  six  living  children  ;  two  of  these  died,  one  of  scarlatina,  another 
soon  after  birth ;  two  children  were  dead-born.  I  have  made 
careful  inquiry,  and  see  no  grounds  for  suspecting  that  there 
is  any  syphilitic  taint  in  the  family.  The  father's  brother  died 
of  phthisis.  A  brother,  younger  than  the  patient,  is  affected 
similarly  to  him  ;  but  no  other  member  of  the  family.  These  two 
brothers  have  not  slept  together. 

With  regard  to  the  younger  brother,  Edward  L.,  spots  were 
first  noticed  about  twelve  months  ago,  when  he  was  eleven  years 
old,  and  appeared  on  the  arms  ;  they  run  a  similar  course  to  that 
noticed  in  the  brother's  case.  The  localities  affected  are  the  ex- 
tensor surface  of  arms  and  forearms,  the  back  of  the  chest,  and  in 
small  numbers  on  the  front  of  chest  and  lumbar  region,  the  gluteal 
region,  outer  aspect  of  thighs  and  legs.  The  eruption  is  absent 
from  the  axilla?,  flexor  aspect  of  arms  and  forearms,  abdomen, 
genitals,  and  flexor  aspect  of  knees.  The  pigmented  spots  in  his 
case  are  almost  all  slightly  raised.  The  boy  is  delicate  looking, 
and  has  a  cough.  The  urine  in  each  case  has  been  examined,  and 
found  normal.  The  mucous  membrane  of  the  mouth  and  pharynx 
is  not  affected. 

I  am  in  great  doubt  as  to  the  nature  of  the  skin-affection  in 
these  two  cases.  The  brown  colour  is  evidently  due  to  the  forma- 
tion of  pigment ;  how  formed  it  is  uncertain.  The  pigment  appears 
to  atrophy  subsequently,  first  centrally  and  then  peripherally. 

Dr.  Walter  Smith  saw  the  cases  at  my  request,  and  suggested  to 
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me  that  the  affection  may  possibly  be  of  a  similar  nature  to  the  disease 
first  described  by  Dr.  Nettleship  in  1869,  and  named  subsequently 
by  Dr.  Tilbury  Fox,  "  Xanthelasmoidea,"  and  by  Dr.  Sangster, 
"  Urticaria  Pigmentosa."  A  very  complete  account  of  the  cases 
of  this  disease  hitherto  recorded  has  been  given  by  Dr.  T.  Calcott 
Fox,  and  is  published  in  the  "  Medico-Chirurgical  Transactions  " 
for  1883.  I  think  Dr.  Smith's  suggestion  is  a  very  good  one.  I 
do  not  know  of  any  other  skin  disease  to  which  my  cases  bear  a 
closer  resemblance.  The  itchiness,  the  occurrence  of  an  appearance 
similar  to  wheals  on  the  part  scratched,  the  formation  of  pigmented 
spots,  are  very  similar  to  the  description  given  of  that  disease. 
Still,  however,  there  are  important  points  in  which  my  cases  differ 
from  all  the  cases  of  urticaria  pigmentosa  hitherto  recorded  : — 

1.  The  eruption  did  not  begin  till  several  years  after  birth, 
whereas  it  appeared  in  the  recorded  cases  of  urticaria  pigmentosa 
within  the  first  six  months. 

2.  The  eruption  in  my  cases  begins  as  pimples,  always  small, 
whereas  in  the  other  cases  the  spots  are  usually  larger,  though 
varying  in  size  up  to  the  size  of  a  shilling,  and  usually  more  of 
the  nature  of  tubercles,  or  nodules,  or  localised  infiltrations. 

3.  The  subsequent  atrophy  of  the  pigment  and  formation  of 
white  spots  are  quite  peculiar. 

I  have  not  been  able  to  produce  characteristic  wheals  by  scratch- 
ing, but  the  boy  asserts  that  they  often  appear.  The  redness, 
however,  produced  by  scratching  is  more  marked  and  more  per- 
sistent than  normal. 

I  think  it  well  to  remark  that  there  is  no  reason  whatever  to 
suspect  the  irritation  of  epizoa  as  a  cause  of  the  eruption.  The 
boys  belong  to  a  respectable  family,  and  are  themselves  very  clean. 

Whether  the  features  which  distinguish  my  cases  from  those  of 
urticaria  pigmentosa  hitherto  described  are  sufficient  to  mark  them 
out  as  examples  of  a  separate  disease  is  a  matter  worthy  of  consi- 
deration.    I  know  of  no  other  disease  to  which  to  refer  them. 


CASE  OF  TEMPORARY  SPINAL  PARALYSIS. 
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Physician  to  Jervis-street  Hospital. 

[Read  in  the  Medical  Section,  March  14,  1884.] 

History. — Louis  ,  aged  six  years,  a  healthy  boy  from  his 

birth,  reared  in  the  country,  was  attacked  with  "  whooping  cough," 
August  1st,  1883.  This  attack,  which  was  rather  severe,  had, 
however,  nothing  unusual  about  it,  and  the  boy  was  free  from 
"  whoop,"  and  regarded  as  being  well  at  the  latter  end  of  October, 
about  three  months  from  the  onset  of  the  disease.  About  this 
time  it  was  noticed  that  he  had  commenced  to  cut  up  his  first  four 
"  permanent "  molar  teeth.  In  December  following  he  was  one 
day  exposed  to  cold  and  rain  for  several  hours  on  an  outside  car. 
Next  day  he  "  had  a  cold,"  his  throat  was  sore,  and  he  had  red, 
enlarged,  and  inflamed  tonsils,  on  which  were  several  white  specks. 
His  tonsils  were  touched  with  caustic  solution  once  or  twice,  and 
this  attack  was  over  in  a  week.  About  this  time,  also,  his  parents 
remarked  that  the  boy  when  walking  "wriggled"  one  leg  some- 
what, and  tripped  up,  now  and  then,  when  running.  This  was 
ascribed  to  awkwardness,  and  no  particular  notice  was  taken  of  it. 
Presently  he  was  observed  to  hold  his  head  on  one  side,  depressed 
towards  the  left  shoulder,  and  he  was  chided  for  what  was  looked 
on  as  being  a  mere  idle  habit.  He  came  to  Dublin  about  the  18th 
of  December,  1883,  when  his  general  health  was,  it  is  stated, 
good.  When  I  saw  him,  towards  the  latter  end  of  January,  1884, 
he  had  well-marked  "  wry  neck,"  and  stumbled,  now  and  then,  in 
walking.  In  all  other  respects  he  appeared  to  be  in  perfect 
health.  Soon  after  this  his  legs  became  weak,  then  his  upper 
extremities  (with  the  exception  of  his  hands,  which  were  not  much 
interfered  with  at  any  time)  showed  decided  loss  of  power.  The 
muscles  of  the  trunk  were  also  markedly  enfeebled.  I  took  him 
into  hospital  on  February  7th,  1884,  soon  after  which  time  I  made 
the  following  note — "  Is  a  bright,  healthy,  and  intelligent-looking 
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boy.  His  nutrition  is  excellent ;  he  holds  his  head  depressed 
towards  the  left  shoulder.  He  is  able  to  adjust  this  faulty  state 
at  will,  and  keep  it  right  for  a  brief  period,  but  it  soon  relapses 
into  the  abnormal  position.  His  legs  are  very  weak,  and  he  walks 
in  a  tottering,  straggling  way,  but  is  able  to  progress  indifferently 
well  on  the  level.  He  makes  great  attempts  to  ascend  the  steps 
of  a  stairs,  but  is  quite  unable  to  accomplish  this  act  by  his 
unaided  efforts.  His  '  grip '  is  distinctly  feeble.  When  about  to 
eat  or  drink  he  bends  his  head  down  to  meet  his  hand,  which  he 
cannot  bring  up  to  his  mouth.  His  speech  and  voice  are  in  no 
way  affected.  Both  pupils  react  normally  and  equally  to  light. 
The  '  sole  of  the  foot  reflex'  is  well  marked.  The  cutaneous  surface 
of  his  trunk  appears  unusually  sensitive — he  shrinks,  as  if  tickled, 
when  the  lightest  touch  of  the  hand  is  made  upon  his  skin.  He 
protrudes  his  tongue  straight,  in  mid-line  ;  it  is  not  hastily 
retracted ;  it  is  slightly  coated  white.  Bowels  and  bladder  func- 
tions are  normally  performed.  His  bowels,  however,  are  costive. 
Careful  auscultation  reveals  nothing  abnormal  in  either  the  circu- 
latoi'y  or  respiratory  systems.  He  is  cheerful,  sleeps  well,  has 
a  good  appetite ;  makes  no  complaint  of  pain.  It  occasionally 
seems  as  if  some  slight  choreic  movements  of  his  arms  and  hands 
occurred — more  so,  I  think,  after  he  has  been  subjected  to  much 
examination  ;  but  closer  scrutiny  renders  it,  on  the  whole,  more 
probable  that  these  stirrings  are  merely  the  result  of  nervousness. 
His  urine  is  normal,  quite  free  from  albumen."  So  far  the  first 
clinical  note.  The  enfeebled  condition  of  his  muscles  continued 
to  increase — the  paralysis  rapidly  advanced,  and  on  February  12th 
the  loss  of  power  was  complete.  He  now  could  not  use  his  arms 
at  all ;  and  he  not  only  could  not  walk,  but  he  could  not  even 
stand  alone.  He  was  confined  to  bed,  and,  as  he  lay  upon  his 
back,  was  able  to  pull  up  and  extend  his  lower  limbs  with  some 
difficulty,  but  that  was  all  he  could  do.  He  had  to  be  fed,  and  to 
be  lifted  in  and  out  of  bed  when  answering  the  calls  of  nature. 
When  an  assistant,  placing  his  hands  under  the  boy's  arms,  held 
him  up  telling  him  to  walk,  he  could  not  move  his  legs — they 
dangled  about  as  though  they  were  dead.  Still  he  continued  to 
look  the  picture  of  health,  ate  and  slept  well,  had  no  paralysis  of 
the  several  sphincters,  and,  in  fact,  made  no  complaint  of  any- 
thing. I  tested  his  muscles  with  the  electro-magnetic  current, 
and  they  responded  as  in  health.  I  applied  a  current  of  galvanism 
from    a  ten-celled   Leclanche'    battery    (which   appeared  to  be  in 
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action)  to  the  muscles  of  his  leg ;  there  was  no  reaction  manifested 
therefrom ;  but  this  result  was  invalidated  by  the  fact  that  no 
effect  was  produced  by  the  same  current  upon  several  others  whom 
I  tested  in  like  manner.  The  battery,  it  was  subsequently  ascer- 
tained, was  out  of  order.  In  like  manner  I  failed,  after  many 
trials,  to  develop  the  "  patellar  tendon  reflex  phenomenon  "  in  this 
boy.  But  as  he  offered  decided  resistance  to  the  movement  of  his 
leg  I  must  regard  the  presence  or  absence  ©f  this  symptom  in  the 
patient  as  being  undetermined.  And  I  would  wish  here,  paren- 
thetically, to  raise  the  question — is  it  easy,  is  it  even  possible,  to 
elicit,  ordinarily,  the  "knee  jerk"  in  healthy  young  subjects? 

He  remained  in  this  utterly  paralysed  state,  unable  to  help 
himself  in  the  least  particular,  for  about  eight  days,  preserving  all 
the  while  his  cheerfulness  and  good  looks.  Then  an  improvement 
in  his  symptoms  began  to  show  itself.  Gradually,  but  not  slowly, 
motility  returned  to  his  muscles,  beginning  in  those  of  the  upper 
and  extending  to  those  of  the  lower  extremities.  His  recovery  was 
rapid,  as  had  been  the  development  of  the  paralysis ;  and  in  the 
last  week  of  February  he  left  hospital  to  all  appearance  quite  well. 

The  nature  of  this  attack  of  paralysis  is,  it  appears  to  me, 
obscure.  One  cannot  fail  being  struck,  however,  with  the  remark- 
able similarity  which  the  principal  characteristics  of  this  attack 
bear  to  those  of  Landry's  disease.  This  latter,  no  doubt,  is  usually 
found  in  men  of  from  twenty  to  forty  years  of  age,  and  generally 
ends  fatally.  "With  these  exceptions,  which  are  important  ones, 
this  boy's  attack  did  not  differ,  strikingly,  from  "  paralysis  ascen- 
dens  acuta,"  which,  according  to  Erb,  has,  briefly  stated,  the 
following  distinguishing  features — viz.,  motor  paralysis,  spread- 
ing rapidly,  from  below  upwards,  usually  unaccompanied  by 
fever,  not  involving  in  any  great  degree,  if  at  all,  the  sensibility, 
the  bladder,  or  the  rectum ;  without  atrophy,  or  change  in  the 
electrical  excitability  of  the  muscles,  in  which  recovery  sometimes 
takes  place,  and  where,  in  fatal  cases,  no  anatomico-pathological 
changes  are  to  be  found. 

As  to  its  aetiology,  I  find  difficulty  in  referring  it,  unreservedly, 
to  any  one  particular  cause.  Discarding  the  more  serious  forms 
of  paralysis  in  the  young,  those,  namely,  where  some  gross 
anatomical  lesion — the  so-called  organic  change — lias  taken  place 
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in  the  brain  or  spinal  cord,  and  confining  myself  to  those  whose 
effects  are  usually  transitory,  I  have  to  consider  the  following 
examples  of  loss  of  motility  in  muscles  of  children  as  possible 
factors  in  the  attack  I  have  reported — viz.,  (a)  diphtheritic  para- 
lysis ;  (b)  choreal  paralysis ;  (c)  paralysis  from  peripheral  irrita- 
tion, e.g.,  cold  ;  (d)  reflex  paralysis  from  worms  ;  (e)  reflex  paralysis 
from  dentition  ;  (/)  anaemia  of  the  antero-lateral  columns  of  the 
cord  from  the  exhaustion  produced  by  the  "  whooping  cough." 
The  following  considerations  render  it  impossible  to  regard  it  as  a 
case  of  diphtheria-paralysis  : — This  affection  begins  in  the  soft 
palate  and  pharynx,  is  incomplete,  is  denoted  by  loss  of  faradic 
contractility,  anaesthesia,  dysphagia,  nasal  voice,  defective  eye 
accommodation,  amaurosis,  and  there  is  usually  a  fatuous,  idiotic 
expression  of  face.  Neither  could  it  have  been  an  example  of 
chorea-paralysis,  because  chorea-paralysis  is  preceded,  if  not 
accompanied,  by  clonic  spasms,  is  never  universal,  and  always  has 
with  it  a  marked  impairment  of  the  general  health.  Rejecting, 
then,  on  what  I  regard  as  sufficient  grounds,  diphtheria  and 
chorea  as  sources  of  the  paralysis,  there  remain  cold,  worms, 
anaemia  of  the  cord,  and  dentition,  to  any  one  of  which  causes  the 
affection  might  reasonably  be  referred.  The  cold,  from  exposure 
on  the  car,  probably  expended  itself  in  the  attack  of  tonsillitis  ; 
the  absence  of  intestinal  worms  was  rendered  tolerably  certain  by 
the  failure  of  anthelmintics  to  cause  the  discharge  of  any  such ; 
whilst  anaemia  of  the  cord  was,  perhaps,  scarcely  consistent  with 
the  perfect  nutrition  and  general  good  health  which  the  boy 
enjoyed.  By  this  process  of  exclusion  I  am  driven  to  the  con- 
clusion that  in  the  irritation  set  up  by  difficult  dentition  is  to  be 
found  the  explanation  of  the  train  of  symptoms  described. 

As  regards  the  treatment,  I  have  nothing  of  much  importance 
to  report,  except  in  reference  to  a  procedure  which  I  employed, 
and  to  which  I  shall  presently  return.  Rest  would  be  considered, 
probably,  a  primary  indication  of  treatment  in  such  a  case  as  this. 
At  any  rate  it  was  here  unavoidable,  as  when  the  affection  was 
at  its  height  the  patient  was  absolutely  and  universally  powerless 
to  move. 
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A  search  for  "  worms  "  was  instituted,  and,  at  suitable  intervals, 
three  doses  of  castor  oil  and  turpentine  were  given ;  but  no  intes- 
tinal parasites  were  brought  away.  Faradisation  was  used  a  few 
times,  chiefly,  however,  for  diagnostic  purposes.  Small  doses  of 
iodide  of  potassium  were  given  for  a  period  of  about  ten  days. 

The  procedure  to  which  I  have  referred  (and  to  which  I  attach 
much  importance  as  a  curative  agent  in  this  case)  was  the  incising 
of  the  gum  over  a  molar  tooth,  which  was  firmly  bound  down  by 
a  dense  and  hard  structure,  through  which  it  appeared  to  be  quite 
unable  to  cut  its  way.  About  the  time  when  the  affection  was  at 
its  worst  I  made  a  cross-shaped  division  of  this  tissue,  grating 
the  edge  of  the  lancet  on  the  crown  of  the  tooth,  and  I  repeated 
the  cutting  in  a  couple  of  days.  Upon  each  occasion  a  not  incon- 
siderable quantity  of  blood  flowed  away.  Coincidently  with  this 
lancing  the  symptoms  got  better,  and  I  am  disposed  to  connect 
the  lancing  and  the  improvement  as  cause  and  effect.  The  view 
I  take  is,  that  the  simultaneous  emerging  of  these  four  permanent 
teeth  would  be  likely  to  set  up  a  condition  of  reflex  irritation 
which  would  reach  a  climax  when  the  last  to  emerge  was  stopped 
in  its  progress  by  a  tough,  hardened  gum  which  it  could  not, 
unaided,  pierce.  Thus,  then,  attributing  the  symptoms  to  the 
second  dentition,  my  reading  of  the  case,  not  arrived  at  without 
misgiving,  is — exalted  reflex  irritability,  excited  by  difficult  den- 
tition, producing  a  dynamic  lesion  of  the  cord,  unaccompanied,  I 
assume,  by  any  structural  alteration,  and  culminating  in  an  attack 
of  "  temporary  spinal  paralysis." 
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These  fevers  present  themselves  under  two  very  distinct  forms  in  this 
section  of  the  Indian  hills — viz.,  as  intermittent  and  remittent.  The 
latter  fever  has  been  defined  by  systematic  writers  as  one  with  remis- 
sions and  exacerbations,  the  former  being  less  distinct  in  proportion 
to  the  intensity  of  the  fever  ;  that  it  is  malarious,  and  characterised 
by  irregular  repeated  exacerbations,  great  intensity  of  headache, 
accompanied  by  functional  disturbance  of  the  liver  ;  that  its  advent 
is,  as  a  rule,  sudden,  the  hot  stage  being  more  intense  than  in  ague, 
pulse  90  to  120,  the  tongue  dry,  white  or  yellowish,  with  in  the 
severe  form,  high  delirium,  very  constant  inability  to  sleep,  and 
headache  relieved  by  epistaxis.  Some  physicians  of  local  repute 
have  asked  the  question — "  Whether  there  are  such  diseases  as 
remittent  and  infantile  remittent  fevers  to  be  met  with  in  India  as 
distinct  from  enteric  fever?"  while  others  deny  the  existence  of 
malaria  in  the  Indian  hills,  and  consequently  cannot  understand 
the  presence  of  a  disease  depending  upon  this  factor  for  its  origin. 
The  following  facts  speak  for  themselves : — 

Of  the  severe  epidemic  fever  which  prevailed  in  the  neighbouring 
North- West  Provinces  in  1879,  Mr.  Plank,  the  Sanitary  Com- 
missioner, wrote  ;  ''Although  in  many  of  the  rapidly  fatal  cases 
the  fever  action  was  continuous  to  the  time  of  death,  yet  in  no 
instance  were  \vc   able   to  discover  any  symptom  in  proof  of   the 
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fever  being  enteric.  Diarrhoea  was  never  complained  of,  the 
temperature  was  established  at  its  highest  point  on  the  second  day, 
the  highest  observed  being  105*2°,  the  intense  fever  action  culmi- 
nating in  congestion  of  the  brain  and  death  by  coma — a  distinct 
malarial  fever,  always  of  a  remittent  type  amongst  those  dangerously 
ill ;  of  an  intermittent  type  where  expectations  of  recovery  could 
be  entertained,  temperature  ranging  between  102-104°,  the  pulse 
100-120,  commencing  as  a  rule  in  the  morning,  with  shivering 
and  headache,  pain  in  the  back  and  limbs ;  the  most  common 
complications  pleuro-pneumonia  and  jaundice.  If  the  patient 
survived  the  first  shock,  remissions,  or  even  intermissions,  followed, 
with  anaemia,  according  to  Pringle,  differing  in  no  respect  what- 
ever from  that  met  with  in  many  portions  of  Lower  Bengal." 

The  great  varieties  in  the  degree  and  severity  of  the  types  of 
this  fever,  acknowledged  by  all  systematic  writers,  have  often 
rendered  its  diagnosis  extremely  difficult.  In  the  Kumaon  hills  it 
is  a  climatic  fever  varying  in  intensity  and  duration,  according  to 
the  dose  of  malaria,  exposure  to  intense  heat,  individual  peculiarities 
of  constitution,  different  altitudes,  the  causes  of  scurvy,  or  an 
acquired  anaemia  from  a  previous  residence  in  the  plains.  Anoma- 
lous or  complicated  hill  fevers  are  not  confined  to  Bengal.  In  the 
Rocky  Mountain  regions  of  North  America,  in  the  days  of  the 
early  pioneers,  fevers  prevailed  which  were  at  first  thought  to  have 
been  modifications  of  typhoid,  but  which  Waggoner,  in  1865, 
showed  to  be  clearly  malarial  remittent,  cured  by  large  doses  of 
quinine,  65  to  70  grains  per  diem  in  divided  doses.  Later  on,  in 
1873,  Smart  pointed  out  that  in  some  of  the  stations — with  nothing 
apparently  malarious  in  their  surroundings,  and  a  temperature 
going  down  as  low  as  32°  F.  for  ten  months  of  the  year — as  the 
spring  advanced  cases  of  remittent  fever  occurred,  with  langour, 
sallow  complexion,  pulse  about  100,  muscular  stiffness,  especially 
about  the  finger-joints,  a  peculiar  tongue,  with  a  smooth  bluish- 
white  film,  with  or  without  a  yellow  fur  at  the  base  ;  a  primary 
stage  of  one,  two,  or  more  weeks  of  oppression  by  the  influence 
of  the  materies  mnrbi  ;  a  secondary,  developing  the  fever  with 
irregular   remission,    depression    and   muscular    prostration ;    and 
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finally  a  typhoid  stage  marked  by  prostration,  emaciation,  low 
delirium,  and  coma-vigil,  certainly  not  typhoid,  for  the  symptoms 
during  life  and  the  post-mortem  appearances  of  that  disease  were 
both  wanting,  quinine  rapidly  curing  it,  proving  its  malarial  origin. 
One  of  the  stations,  Fort  Bulger,  was  7,000  feet  high,  but  all  the 
river-waters,  even  those  looked  upon  as  pure  mountain  streams, 
were  found  to  contain  a  quantity  of  undecomposed  organic  matter 
of  vegetable  origin.  He  thought  that  the  malarious  poison  was 
swept  up  with  the  organic  matter  and  precipitated  by  the  snow, 
the  cases  occurring  just  at  the  time  when  the  stream  is  carrying 
off  the  autumn  rains  which  fell  upon  the  mountains.  He  calls  it 
"aqua-malarial  fever,  or  the  adynamic  remittent"  caused  by  the 
ingestion  of  malarious  waters.  Scurvy  has  been  frequently 
noticed  in  these  regions. 

Skirting  the  base  of  the  Himalayas  from  end  to  end  for  many 
hundred  miles,  is  the  vast  irregular  tract  of  high  and  in  many  parts 
impenetrable  jungle,  termed  the  Terai.  The  greater  part  consists 
of  forest,  dense  thicket,  and  tangled  vegetation,  and  in  many  parts, 
especially  near  the  banks  of  the  rivers  and  margins  of  lakes,  a  very 
high  description  of  tall  feathery-topped  grass  grows  at  intervals, 
and  spreads  for  miles  over  the  face  of  the  country.  When  this 
grass  has  been  burnt  by  the  villagers  to  obtain  fresh  pastures  for 
their  cattle,  park-like  glades  clothed  in  bright  green  prevail,  and 
here  and  there  numerous  jheels  and  swamps,  some  of  which  never 
dry  up.  At  certain  seasons  this  vast  expanse  is  so  malarious  as  to 
be  uninhabitable,  while  the  passage  through  it  at  the  close  and 
commencement  of  this  period  is  not  unattended  with  risk,  or  at  the 
least  impressing  upon  the  individual  the  malarial  taint. 

According  to  Mr.  Traill,  an  early  Commissioner  of  the  province 
of  Kumaon,  owing  to  the  labouring  classes  being  occasionally 
obliged  to  descend  into  the  valleys,  "  the  air  of  which  is  invariably 
noxious  throughout  the  year,  the  purity  of  the  natural  atmosphere 
being  also  contaminated  by  the  state  in  which  the  villages  were 
kept,  during  the  worst  seasons  of  the  year  general  sickness  prevailed 
in  the  shape  of  quotidian,  tertian,  and  quartan  fevers."  Mr. 
Herbert,  in  his  "Survey  of  the  Himalayas,"  alludes  to  one  tract  30 
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miles  N.W.  of  Almorah,  uniformly  level,  and  watered  by  the 
Gaomutte,  3,800  feet  above  sea-level,  which  is  so  unhealthy  that 
it  has  been  allowed  to  run  waste ;  while  he  noticed  that  other  spots 
in  the  beds  of  rivers  in  the  advanced  parts  of  their  courses,  the 
lowest  in  the  mountains  and  the  hottest,  fertile  and  in  general  fully 
cultivated,  were  also  more  or  less  malarious,  especially  at  the 
breaking  up  of  the  rains,  and  when  narrower  than  usual  were  so 
notoriously  subject  to  "awal"  or  jungle  fevers  as  to  be  entirely 
neglected.  Again,  Macnamara  states  that  malarious  diseases  are 
exceedingly  common  throughout  the  province,  even  "  amongst  those 
whose  houses  are  situated  in  very  elevated  localities." 

Surgeon-Major  Walker  noticed  similar  facts  as  to  the  extreme 
unhealthiness  of  the  lower  level  villages  beneath  the  Chuckrata  hill 
in  1870,  when  roads  were  being  made  there — 116  cases,  or  39-69 
per  cent,  of  the  total  admissions  among  the  working  parties  being 
for  ague,  95  being  of  the  quotidian  variety,  20  of  the  tertian,  and 
1  of  the  quartan.  The  disease  prevailed  mostly  in  July  and  August, 
and  reached  its  maximum  in  September,  again  showing  itself  in 
November  and  December.  He  noticed  that  those  living  at  5,000 
to  7,000  feet  above  sea-level  were  affected ;  that  anaemia  and 
general  debility  followed,  but  splenic  enlargement  was  exceptional. 
He  thought  that  the  malarial  influence  might  be  wafted  to  the 
higher  regions  from  the  unhealthy  valleys,  the  clouds  formed  in 
the  latter  during  the  rains  being  afterwards  transported  to  the 
mountain  tops.  The  road  which  ran  along  the  valley  of  the  river 
was  so  unhealthy  during  and  after  the  rains  that  travellers  contracted 
a  severe  form  of  remittent  fever  even  by  exposure  for  three  or  four 
hours  to  the  malaria  of  the  gorge-like  valleys.  The  sappers  and 
miners  engaged  in  constructing  a  road  in  this  valley  suffered  much 
from  fever  and  pneumonia  of  a  malarial  origin.  It  is  also  well 
known  on  the  Kumaon  tea  estates  that  coolies  who  had  never  been 
to  the  plains  suffered  much  from  ague.  Dr.  Brown  saw  in 
Nepaul  during  the  hot  and  rainy  seasons  many  of  the  residents  of 
the  valley  attacked  with  intermittent  fever,  which  changed  to  that 
of  a  severe  remittent  if  they  visited  the  low- lying  valleys  or  Terai. 
Mild  cases  of  dysentery  were  also  common.     The  mean  height  of 
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this  valley  was  4,784  feet.  At  Almorah,  capital  of  the  province 
of  Kumaon,  three  marches  from  Ranikhet,  in  the  ten  years  1867-76 
intermittent  fever  prevailed  to  the  extent  of  376  per  1,000  of  the 
total  admissions.  The  native  troops  (Ghoorkhas)  suffered  less  than 
the  poorer  civil  population,  being  better  fed,  lodged,  and  clothed. 
This  station  is  lower  than  Ranikhet  and  as  a  health-resort  not 
much  frequented.  Nevertheless  it  has  always  had  a  high  standard 
of  health,  which  Dr.  Govan,  the  Civil  Surgeon,  informed  me  he 
attributed  to  the  fact  of  its  not  being  so  overcrowded  as  other  hill 
sanitaria.  During  his  recollection  only  one  case  of  typhoid  had 
occurred — an  imported  case — in  the  person  of  a  child  who  contracted 
it  when  resting  on  a  camping  ground  which  had  been  much  fouled 
by  natives ;  but  he  had  noticed  cases  of  remittent  fever,  sometimes 
followed  by  relapse,  anaemia,  and  sallow  complexion,  and  then  had 
a  lady  under  treatment  whose  appearance  to  me  was  very  charac- 
teristic of  the  malarial  dyscrasia.  It  is  well  known  that  a  low 
typhoid  state  is,  under  certain  circumstances,  not  uncommon  in 
these  malarial  fevers,  and  that  they  appear  "  often  in  different 
forms,  and  assume  very  great  variety  of  aspect"  (Cutliffe).  With 
regard  to  even  a  moderate  elevation  determining  the  type  of  the 
fever  the  following  interesting  fact  noticed  by  the  late  Dr.  Bryden 
is  worth  recording: — In  1859,  during  the  epidemic  of  malaria,  he 
found  the  elevation  of  the  Fort  of  Buxar  (40  feet)  sufficient  to  alter 
the  type  of  fever.  Every  case  among  the  men  of  the  naval  brigade 
occupying  the  Fort  was  a  pure  intermittent,  while  in  the  detachment 
of  the  6th  Foot,  living  in  temporary  barracks  in  the  lower  level,  in 
officers  and  men  it  assumed  in  every  case  the  remittent  type,  passing 
in  several  cases  into  the  continued  fever,  and  ending  in  death.  In 
the  Kumaon  and  Nepaul  hills  we  have  already  seen  that  in  the  low 
and  enclosed  valleys  the  fever  was  most  severe  and  fatal,  as  we  shall 
hereafter  see  that  at  the  more  moderate  elevations  it  would  be 
milder,  but  higher  still  more  prone  to  internal  congestions,  relapses, 
and  prolonged  and  irregular  exacerbations  from  exposure  during 
the  rains  to  greater  alternations  of  temperature.  In  the  valleys  the 
very  marked  and  sudden  reduction  of  temperature  at  sundown 
would   be  a   common  exciting  cause.     A  medical  officer  who  had 
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been  in  the  habit  of  fishing  in  the  rivers  in  the  ravines  about 
Almorah  informed  the  writer  that  for  a  long  time  he  suffered  from 
fever,  until  he  adopted  the  precaution  of  at  once  putting  on  an 
overcoat  when  the  sun  sank  beneath  the  hills  above.  In  convales- 
cents from  remittent  fever  there  is  always  more  or  less  anasmia 
present,  and  a  proneness  to  relapse  from  very  slight  exposure  to 
chill  or  damp,  or  irregular  living,  the  constitutional  disposition 
determinating  the  sequelae.  "With  a  scorbutic  taint  there  would  be 
myalgia  and  an  obstinate  resistance  to  all  ordinaiy  or  usually 
specific  remedies  until  that  taint  was  eradicated  by  change  of  place, 
diet,  and  surroundings,  as  many  tropical  invalids  know  from 
personal  experience.  In  these  hills,  towards  the  close  of  the  dry 
season,  and  before  the  rains  have  had  time  to  advance  to  maturity 
the  more  palatable  vegetable  esculents,  there  is  often  a  scarcity  of 
the  latter,  and  necessary  restriction  of  the  diet  to  a  rather  poor 
animal  food  and  very  indifferent  potatoes — in  themselves  conditions 
predisposing  to  scurvy.  Should  the  season  be  abnormal  or  the 
drought  excessive,  these  conditions  are  intensified,  and  as  a  natural 
consequence,  the  common  result  of  a  too  restricted,  monotonous, 
and  non-nutritious  diet,  aided  possibly  by  a  previous  malarial  taint 
or  the  debility  induced  by  malaria. 

The  following  particulars  were  related  to  the  writer  by  a  young 
tea-planter  on  the  Kossanie  estate,  when  at  Almorah  in  the  autumn 
of  1882.  He  had  been  eight  years  on  the  hills,  and  always  well 
until  the  end  of  September,  when  he  was  induced  to  accompany  a 
friend  who  had  come  from  Meerut  to  shoot  along  a  hot  valley 
through  which  a  river  flowed.  Next  day  they  continued  a  good 
deal  in  the  sun  in  this  same  valley.  He  now  felt  unwell,  contracted 
ague,  commencing  to  shiver  every  evening  the  exact  moment  the 
sun  descended  below  a  hill  near  his  residence.  The  attack  lasted 
for  twenty-one  days,  and  he  felt  very  weak  afterwards ;  was  well 
for  a  fortnight,  when  he  had  a  relapse  during  some  fourteen  days, 
and  only  one  short  one  since  ;  was  afterwards  in  good  health, 
but  could  not  stand  the  same  exposure  to  chills  or  wettings 
which  he  could  have  done  previously.  Then  his  clothes  were 
frequently    drenched    and    dried    upon    him    without    apparently 
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causing  any  ill  effects.     A  cold  wind  now  gave  him  a  "tic"  or 
"  coryza." 

Shortly  before  leaving  India  I  was  member  of  a  medical  board 
at  Chaubuttia,  where  we  invalided  a  soldier  who  had  come  from  a 
survey  party  in  the  Nepaul  Terai.  He  went  there  in  January, 
lived  in  the  jungle,  and  along  the  river.  Ten  days  afterwards  he 
was  attacked  with  "fever  and  ague,"  followed  by  diarrhoea.  He 
had  all  the  appearance  of  an  individual  who  suffered  from  malaria 
cachexia  ;  was  debilitated,  and  had  that  lemon-coloured  hue  of  skin 
so  often  observed.  Intermittent  fever  is  undoubtedly  the  test  par 
excellence  of  the  presence  of  malaria  in  a  station  or  its  vicinity ;  its 
presence  proved,  the  aetiology  of  the  more  severe  forms  becomes 
less  obscure  ;  for  the  closest  affinity  of  remittent  fever  is  certainly 
with  ague,  into  which  it  often  passes  when  under  treatment,  and 
from  which  it  is  sometimes  developed  by  the  occurrence  of  a  local 
inflammation  or  active  congestion  of  the  spleen,  liver,  or  lung. 

Chart  of  Temperature  (Case  I.). 
Name,  Private  R.  H. ;  Age,  22  ;  Disease,  Ague  ;  Result,  Recovery. 
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Case  I.— No.  1,369,  Private  Richard  H.,  30th  Regiment,  age 
twenty-three  ;  service  five  years ;  landed  in  India  9th  February, 
1880;  arrived  in  Ranikhet  26th  April.  Had  not  up  to  22nd 
January,  1882,  when  he  was  discharged  from  hospital  after  five 
days'  treatment  for  intermittent  fever,  left  the  hills.  Early  in 
June  the  weather  was  much  disturbed  by  thunderstorms  and  heavy 
rain,  chilly  atmosphere  alternating  with  very  hot  days.  On  the 
7th  he  was  re-admitted,  suffering  from  ague  of  a  marked  quotidian 
type.  Rigors,  followed  by  rise  of  temperature  on  the  8th  to  104°, 
followed  by  cold,  clammy  sweats  ;  next  day,  103'6° ;  on  following 
rising  to  106°.  Was  treated  by  diaphoretics  and  20-grain  enemata 
of  quinine.     His  temperature  chart  is  very  characteristic. 

Case  II.— No.  2,337,  Private  J.  W.  B.,  30th  Regiment,  aged 
twenty-two ;  service,  three  years.  On  the  march  from  Nynee  Tal 
to  Khyrna  got  a  bad  wetting ;  drank  a  good  deal  of  water  on  the 
road.  Khyrna  is  situated  in  the  bed  of  the  Kossi  river,  and  has  a 
bad  repute  at  certain  seasons  for  fever,  travellers  then  avoiding 
sleeping  there  when  possible.  Admitted  on  arrival,  3rd  May,  for 
gonorrhoea. 

On  14th,  at  9  30  a.m.,  had  a  marked  paroxysm  of  ague,  rigors, 
a  long  cold  stage,  followed  by  sweating. 

15th. — Second  attack,  temperature  rising  to  101°. 

16th. — Temperature  normal. 

17th. — Temperature  rose  to  102°. 

18th. — To  102-4°,  followed  by  a  very  profuse  sweating.  Very 
weak  after  this  attack.  Treated  by  diaphoretics  and  large  doses  of 
quinine. 

Case  III. — No.  2,364,  Lance-corporal  E.  L.,  30th  Regiment, 
one  of  party  of  four  who  went  to  shoot  in  the  woods  near 
Ramnuggur.  Admitted  9th  October  with  ague.  (See  chart.) 
There  were  then  in  my  civil  dispensary  several  well-marked  cases 
of  jungle  fever  from  these  lowlands,  with  enlarged  spleens, 
delirium  at  night,  and  marked  remissions  in  the  morning.  Cor- 
poral L.  came  to  hospital  looking  very  unwell,  with  white  tongue, 
congested  eyes,  lassitude,  paroxysm  of  ague,  preceded  by  great 
pain  in  back,  chills,  followed  by  sweating.  Slight  afternoon  chills 
continued  for  some  time  during  convalescence.  Discharged  21st 
October.  Had  a  marked  relapse  on  25th.  Treated  by  quinine 
and  diaphoretics. 
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Chart  of  Temperature  (Case  III.). 
Name,  Lance-Corporal  E.  L. ;  Age,  24;  Disease,  Ague  ;  Result,  Recovery. 
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Note. — One  of  party  of  four  men  who  went  on 
Terai,  near  Ramnuggur. 


a  ten  days'  shooting  excursion  in 


Case  IV.— No.  2,048,  Private  J.  H.,  30th  Regiment,  second  of 
party  of  four  who  went  on  a  ten  days'  shooting  excursion  in  the 
Terai.  (See  chart).  Returned  ten  days  prior  to  admission.  The 
party  had  been  living  in  a  small  tent.  Bowels  loose  ;  very  pale  ; 
fainted  at  hospital.  Had  had  the  fever  for  two  days. .  Tongue 
coated  with  a  thick  white  fur.  Felt  giddy  on  rising  in  the  morning 
during  convalesence.     Discharged  on  29th  October. 

Re-admitted  in  November.  Had  distinct  paroxysms  of  ague  on 
17th  and  l'Jth.  Had  been  at  light  duty  in  interval.  Tongue 
coated ;  pulse  quick  and  irritable ;  spleen  somewhat  enlarged,  but 
reduced  by  the  local  application  of  red  iodide  of  mercury.  Treated 
by  diaphoretics,  citrate  of  iron  and  quinine. 

The  two  remaining  men  appeared  to  have  escaped  the  noxious 
influence. 


Chart  of  Temperature  (Case  IV.). 
Name,  Private  J.  H. ;  Age,  23  ;  Disease,  Ague  ;  Result,  Recovery. 
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Note. — Second  of  party  of  four  men  who  went  on  a  ten  days'  shooting  excursion  in 
Terai,  near  Ramnuggur. 

Chart  of  Temperature  (A). 
Name,  Private  W.  C. ;  Age,  36  ;  Disease,  Ague  ;  Result,  Recovery. 


Day  of 
Month 


29 


/106' 


105' 


I04g 


103' 


99 


97' 


M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E. 

M.    E.IM.    E. 

M.    E. 

M.    E. 

=| 

::| 

1 

" 

" 

J 

"/ 

\\ 

J 

::|- 

J" 

1 

» 

Note — Second  of  shooting  party  of  five  in  jungle  ;  brought  in  dooley  to  hospital  ; 
chills  followed  by  first  rise  of  temperature  ;  second  paroxysm  very  characteristic  of 
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Another  party  of  five  men  of  the  30th  Regiment  went  on  pass, 
to  shoot  pig  in  a  camp  just  above  Ramnuggur  on  7th  October, 
and  returned  on  17th.  They  also  lived  in  a  small  tent,  pitched 
under  a  large  tree.  About  ten  days  after  their  return  three  of 
them  reported  sick  at  hospital  with  intermittent  fever — one  being 
carried  there  in  a  dooley  owing  to  weakness.  A  reference  to  the 
charts  A  and  B  will  show  how  differently  they  were  affected.  Of 
the  two  others  one  (Private  M.)  had  a  slight  aguish  attack  in 
barracks;  temperature  101"4°.  Private  C.  was  affected  similarly. 
All  were  treated  with  quinine,  but  this  last  case  did  not  yield 
with  less  than  30  grains  by  enema  and  10  by  the  mouth  three 
hours  afterwards. 

Chart  of  Temperature  (B). 
Name,  Private  C.  D. ;  Age,  23  ;  Disease,  Ague  ;  Result,  Recovery. 
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Note. — Third  of  a  party  of  five  shooting  in  jungle.  Tongue  white,  bowels  consti- 
pated, thirst,  shivering,  hot  skin,  headache  ;  third  and  fourth  paroxysm  prolonged. 
Treated  with  large  doses  of  quinine  and  diaphoretics  ;  purgatives  ;  last  paroxysm 
followed  by  profuse  sweating. 


Case  V.— The  following  case  (No.  94,  Private  J.  D.,  30th  Regi- 
ment)   was  contracted    under   somewhat  different    circumstances. 


By  Surgeon-Major  Gore. 
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The  patient  went  about  the  20th  September,  1882,  on  a  fishing 
excursion  to  a  river  running  through  a  valley  four  miles  distant 
from  the  rifle  range  at  Ranikhet.  Started  at  8  a.m.  and  returned 
at  9  p.m.  Was  then  very  warm,  but  got  wet  in  crossing  and 
recrossing  the  stream.  Felt  very  thirsty  that  night,  drinking  tea 
several  times.  Second  day  after  had  distinct  shivering ;  "  piled 
on  all  his  clothes."  This  was  followed  by  profuse,  clammy 
sweats,  which  wet  his  bed  and  bedclothes  thoroughly.  Was  ill 
every  day  for  a  week,  when  the  fever  left  him.  Remained  well 
until  the  6th  October,  the  day  after  he  had  marched  with  his 
regiment  some  eight  miles  to  a  field  firing  parade.  On  his  return 
was  attacked  with  ague  again — a  distinct  cold,  hot,  and  sweating 
stage.  Ten  days  subsequently  (16th  October)  had  another  relapse, 
which  commenced  at  noon,  and  continued  every  alternate  day 
until  the  20th,  when  he  for  the  first  time  reported  sick  at  hospital 
with  a  well-marked  tertian  ague.     (See  chart.) 


Chart  of  Temperature  (Case  V.). 
Name,  Private  J.  D. ;  Age,  36  ;  Disease,  Ague  ;  Result,  Recovery. 
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Note. — Contracted  in  a  valley  five  miles  from  Ranikhet.  Tongue  moist,  with  a 
thin  white  fur  along  dorsum  ;  hot  stage  lasted  two  hours  ;  "  pains  all  over  "  and  in 
forehead,  followed  by  profuse  sweating.  20 -grain  doses  of  quinine  in  intervals  ; 
diaphoretics  ;   m  xxv.  liq.  morphiae  at  night. 
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This  man  landed  in  India  9th  February,  1880,  marched  with 
his  regiment  to  the  hills,  had  no  previous  tropical  service,  and 
this  was  his  first  admission  to  hospital — a  fine,  strong-looking 
soldier. 

There  had  been  a  party  of  three  ;  one  other,  an  artilleryman 
of  the  details,  had  had  ague  about  the  same  time,  but  did  not 
report  sick.  Private  D.  was  discharged  on  the  28th,  there  being 
no  return  after  the  second  paroxysm.  He  was  treated  by  20-grain 
doses  of  quinine,  diaphoretics,  and  liq.  morphia?  at  night.  Here 
the  patient  was  exposed  only  on  one  occasion,  and  only  for  a  few 
hours,  to  the  noxious  influence.  We  have  seen  how  persistent  was 
the  result,  how  easily  a  relapse  was  excited,  and  how  quickly  it  was 
cured  under  appropriate  treatment. 

The  foregoing  cases  appear  to  amply  prove  the  presence  of 
malaria  in  the  highlands  and  valleys  of  Kumaon,  and  also  illustrate 
the  manner  in  which  the  endemic  fever  is  commonly  contracted. 

Intermittent  and  remittent  fevers  may  also  occur  for  the  first 
time  in  the  person  of  individuals  in  whom  the  poison  lay  dormant 
while  residing  in  the  plains,  the  chill  and  damp  of  the  rains  acting 
as  exciting  causes.  This  is  an  interesting  fact  in  the  aetiology  of 
malarial  fever  well  proved  by  experience.  It  will  be  remembered 
by  those  who  studied  the  history  of  the  Gold  Coast  expedition  of 
1873-74  that  many  officers  and  men  did  not  have  their  attacks 
until  their  return  to  the  raw  and  cold  of  the  English  climate,  and 
among  those  who  had  had  primary  attacks  in  Africa,  in  spite  of 
the  change  of  air,  good  food,  and  relaxation  from  duty,  relapses 
occurred  of  such  violence  that  the  symptoms  were  in  no  way 
dissimilar  to  those  which  seized  them  on  landing  on  the  coast  of 
Africa,  when  under  the  direct  influence  of  the  malarious  poison, 
while  others  suffered  from  ague,  debility,  or  dysentery,  and  in  the 
fatal  cases  which  occurred  the  spleen  was  the  organ  chiefly  affected, 
being  large,  soft,  easily  broken  down,  and  of  a  dark  purplish-claret 
colour.  The  liver  was  large,  but  the  intestines  were  healthy  throvghoid 
their  entire  course.  My  friend,  Surgeon-Major  Doig,  had  several 
siiuil;ir  cases  in  Chaubuttia,  900  feet  higher  than  Ranikhet,  in  the 
winter  of  1880,  among  the  men  of  the  40th  Foot,  most  of  whom  had 
during  a  long  residence  in  lower  Bengal  absorbed  the  malaria  of 
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that  humid  region.  Regarding  one  of  them  he  wrote  to  me : — 
"  We  have  had  a  little  snow  this  morning,  and  prospect  of  more. 
We  have  lost  a  man  this  week.  I  have  returned  the  death  as 
remittent  fever.  He  was  in  hospital  with  bronchitis,  when  four 
days  before  his  death  he  was  seized  with  severe  rigors,  followed  by 
fever  and  acute  inflammation  of  the  spleen,  which  spread  to  the 
peritoneum  and  proved  fatal.  At  the  post-mortem  the  spleen 
weighed  78  ounces ;  the  upper  part  was  exactly  like  a  broken 
down  blood-clot.  The  liver  was  large,  weight  88  ounces,  but  pale 
and  tough.  There  was  general  peritonitis.  Bowels  all  healthy. 
The  man  had  very  bad  remittent  fever  at  Dumdum,  and  was  left 
behind  there  when  the  regiment  left."  The  sudden  chill  in  a 
constitution  debilitated  by  previous  malarious  fever  was  then  here, 
as  in  the  cases  noted  previously,  the  exciting  cause.  The  similarity 
is  striking. 

With  regard  to  altitude,  we  had  then  the  opportunity  of  noticing 
the  difference  which  900  feet  and  the  different  constitution  of  the 
two  corps  made  in  the  course  of  the  symptoms.  In  the  30th,  a 
younger  regiment,  the  great  majority  of  the  men  not  long  arrived 
from  England,  and  with  only  a  moiety  having  passed  a  hot  weather 
in  the  plains,  and  quartered  in  the  more  equable  and  warmer 
station  of  Ranikhet,  the  cases  of  remittent  fever  were  fewer,  more 
amenable  to  treatment,  relapses  not  so  frequent,  and  the  mortality 
was  very  small;  while  in  the  higher  and  colder  station  of  Chaubuttia, 
in  a  corps  with  older  soldiers,  longer  resident  in  the  plains,  more 
debilitated  by  climate  and  malaria,  the  cases  were  far  more 
numerous,  less  amenable  to  treatment,  more  frequently  followed 
by  relapse,  and  having  a  far  higher  mortality.  In  the  one  corps 
there  was  no  invaliding  for  remittent  fever  or  its  sequelae,  while 
in  the  other  with  only  half  the  strength,  there  were  several  invalids 
from  this  cause  or  from  the  consequences  of  the  fever,  anaemia, 
general  debility,  or  rheumatism  (scorbutic  myalgia  ?).  Quinine, 
when  given  alone  in  moderate  or  fairly  large  doses,  and  not  having 
its  characteristic  effect  in  arresting  the  course  of  these  fevers,  does 
not  prove  them  to  be  non-malarial,  for  the  system  has  oftentimes 
to  be  prepared  for  the  reception  and  assimilation  of  the  remedy. 
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With  a  dry  skin,  sluggish  or  congested  liver,  or  constipated  bowels, 
and  defective  action  of  the  kidneys,  it  will  have  no  action  until 
these  conditions  are  remedied  by  diaphoretics,  diuretics,  and  small 
doses  of  sulphate  of  magnesia  or  other  saline  purgative  ;  or  it  may 
be  combined  with  chloride  of  ammonium  or  a  salt  of  potash  such 
as  the  citrate  or  chlorate,  or,  if  there  is  great  nervous  exhaustion, 
with  bromo-hydric  acid  and  liquor  morphias.  A  mixture  of 
quinine,  dilute  sulphuric  acid,  sulphate  of  magnesia,  and  sweet 
spirit  of  nitre  was  a  favourite  remedy  among  the  more  experienced 
physicians  who  treated  the  malarial  remittents  of  Western  Africa. 
Again,  large  doses  of  sixty  grains,  given  when  there  is  the  least 
tendency  to  a  remission,  will  lower  the  temperature  and  modify 
the  symptoms  when  smaller  doses  are  quite  useless.  Of  this  fact 
I  have  noticed  many  examples.  Should  these  various  combinations 
fail,  there  will  be  probably  some  other  specific  taint,  such  as  the 
scorbutic,  coexisting  with  the  malarial,  and  counteracting  the 
common  therapeutical  action  of  the  remedy,  or  the  stomach  may 
be  in  such  an  irritable  and  congested  state  that  the  drug  remains 
unabsorbed,  indicating  its  introduction  by  hypodermic  injection  or 
enema.  There  is  ample  evidence  on  record  to  prove  that  malarial 
fevers  have  yielded  to  the  latter  mode  of  treatment  when  quinine 
failed  entirely  by  the  mouth.  Again,  in  those  cases  where  the 
malarial  fever  is  ushered  in  with  symptoms  not  dissimilar  to  an 
attack  of  acute  rheumatism,  salicylate  of  soda  in  combination  with 
the  quinine  has  to  be  tried  before  arriving  at  a  positive  diagnosis. 
Congestive  remittents,  following  upon  an  excessive  dose  of  the 
poison,  or  excited  by  direct  solar  exposure  or  a  prolonged  high 
temperature,  are  not,  as  a  rule,  cut  short  by  quinine.  In  the  first 
case  the  system  is  overwhelmed  hopelessly  by  the  poison,  and  in 
the  latter  the  nervous  system  and  blood  appear  to  be  so  altered 
from  the  natural  standard  as  to  be  not  amenable  to  any  therapeutical 
combination.  If  quinine,  given  with  all  the  above  precautions 
and  reservations,  fails  in  doubtful  cases,  the  disease  is  probably 
typhoid,  or  that  severe  form  of  continued  fever  not  typhoid,  but 
closely  resembling  it. 


A  CASE  PRESENTING   SOME   SYMPTOMS  OF 
DISEASE  OF  THE  BLADDER. 

By  J.  P.  DOYLE,  L.K.Q.C.P. 

[Read  in  the  Medical  Section,  April  4,  1884.] 

A  gentleman,  sixty-eight  years  of  age,  came  under  my  care  last  May 
for  irritability  of  the  bladder  and  great  pain  along  the  upper  surface, 
and  especially  about  an  inch  from  the  orifice,  of  the  urethra,  which 
was  increased  towards  the  termination  of  and  after  micturition.  This 
gentleman  was  said  to  have  a  gouty-rheumatic  tendency ;  had  been 
subject  to  a  short  dry  cough,  attacks  of  vertigo,  slight  colicky  pains, 
and  for  years  had  suffered  from  flatulence  and  constipation,  for 
which  he  was  continually  dosing  himself.  On  examination  per 
rectum  the  prostate  felt  enlarged,  and  was  very  tender ;  the  passage 
of  a  soft  gum-elastic  catheter  caused  him  much  pain  along  the 
prostatic  portion  of  the  urethra.  On  several  occasions  I  examined 
the  urine  and  found  it  clear,  acid  in  reaction,  containing  no  albumen 
or  blood,  and  having  a  specific  gravity  varying  from  1020  to  1022. 
Under  treatment  he  improved,  and  I  did  not  see  him  from  July  23 
until  September  3,  when  he  called  on  me  complaining  of  numbness 
and  pain  down  his  right  lower  extremity,  and  he  walked  slightly 
lame.  He  had  also  some  irritation  about  the  anus.  Since  his 
decease  his  friends  informed  me  that  in  August  last,  while  in  the 
act  of  dancing,  the  pain  and  lameness  set  in  so  suddenly  that  he 
had  to  be  assisted  to  a  sofa.  He  described  the  sensation  at  the 
time  as  if  he  had  been  shot  in  the  part,  and  the  part  he  alluded  to 
I  infer  to  have  been  in  the  vicinity  of  the  right  iliac  region.  From 
the  first  setting  in  of  the  pain  to  the  termination  of  his  illness  lie 
never  was  free  from  attacks  of  it  coming  on  when  he  changed  his 
position.     On  the  29th  of  October  he  complained  of  pain  in  his  left 
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thumb,  as  well  as  in  his  right  thigh.  As  he  was  under  the  impression 
that  he  had  a  stone — although  I  told  him  I  considered,  from  his 
symptoms,  he  had  not — I  informed  him  that  I  could  not  give  him 
a  decided  opinion  without  sounding  him. 

Having  mentioned  that  he  expected  to  be  going  to  London  in 
November,  I  suggested  his  calling  on  a  specialist  along  with  his 
son,  who  is  a  surgeon  residing  there.  I  was  informed  by  my 
patient  and  his  son,  that  the  specialist,  from  the  symptoms,  was  so 
sure  of  detecting  a  calculus  that  he  asked  his  assistant  and  my 
patient's  son  to  listen  while  he  struck  it  with  the  sound.  On  the 
second  consultation  the  specialist  examined  him  per  rectum,  and 
came  to  the  conclusion  that  he  had  enlargement  and  hardness  of 
the  right  lobe  of  the  prostate,  and  that  the  pains  down  the  thigh, 
from  which  he  said  he  never  would  be  better,  depended  on  the 
enlargement  pressing  on  the  anterior  crural  nerve.  A  month  or 
six  weeks  after  his  return  my  patient  called  on  me ;  he  looked  very 
much  worse  than  before  he  left  Dublin,  and  he  was  very  nervous 
and  depressed.  He  told  me  that  for  the  past  three  or  four  days  he 
had  an  attack  of  diarrhoea,  and  that  the  pains  were  relieved  since 
it  occurred. 

On  the  17th  of  January  he  called  on  me  to  pass  a  catheter,  as  he 
had  got  it  into  his  head  that  he  was  not  able  to  completely  empty 
the  bladder.  After  my  doing  so  he  felt  much  better,  until  the 
evening  of  the  following  day,  when  the  pain  in  the  thigh  set  in 
and  continued  through  the  night.  On  the  19th  I  was  sent  for,  and 
found  him  lying  on  his  left  side,  half  over  on  his  face,  with  right 
thigh  flexed  and  toes  resting  on  ankle  of  left  foot.  He  would  not 
permit  anyone  to  stir  him  out  of  the  position  in  which  he  lay.  He 
complained  of  intense  pain  down  the  outside  and  front  of  thigh, 
extending  into  knee,  which  was  increased  on  the  slightest  touch 
or  movement.  With  the  accession  of  pain  marked  contraction  of 
the  muscles  was  visihle  on  the  outer  and  anterior  aspect  of  the  limb. 
Temperature,  99*2°  Fahr. ;  pulse,  120,  regular;  able  to  retain  and 
pa  38  urine  freely. 

On  the  24th  noticed  thigh  looking  glossy  and  tense.  20th. — 
Thigh  very  much  swollen  and  tense.     Temperature,  07-7°  Fahr.; 


By  Dr.  J.  P.  Doyle.  63 

pulse,  120,  small ;  8  p.m.,  in  no  pain.  27th. — Had  consultation  with 
his  son ;  patient  had  some  stercoraceous  vomiting  and  hiccough, 
which  ceased  after  bowels  were  well  opened  by  enemata.  30th. — 
Abdomen  distended.  Temperature,  79-8°  F. ;  pulse,  112;  intro- 
duced exploratory  needle  into  thigh ;  some  serum  came  away. 
February  1st. — Nearly  pulseless ;  surface  felt  cold ;  did  not  sleep 
during  night  from  great  pain  in  abdomen,  which  was  becoming 
enormously  distended.  It  was  so  very  tense  and  tympanitic  on  my 
visit,  I  inserted  the  needle  of  a  veterinarian  hypodermic  syringe 
into  the  position  of  the  ascending  colon,  and  let  off  a  large  quantity 
of  very  offensive-smelling  gas  ;  relief  was  immediate,  and  he  went 
into  a  quiet  sleep.  The  return  of  the  pulse  was  most  marked  as 
the  diaphragm  descended  ;  the  needle  was  not  withdrawn  until 
the  abdomen  became  flaccid.  It  had  to  be  used  again  two  days 
afterwards,  when  it  again  afforded  reHef.  On  the  4th  of  February 
my  patient  quietly  passed  away  in  a  state  of  collapse. 

I  was  permitted  to  make,  twenty-seven  hours  after  death,  au 
incision  from  the  umbilicus  to  the  pubes  in  order  to  examine  the 
bladder.  The  body  was  not  much  emaciated  ;  rigor  mortis  was 
well  marked,  except  in  the  part  affected — namely,  the  right  lower 
extremity,  which  was  quite  supple.  Abdomen  slightly  distended ; 
slight  discoloration  on  the  back  and  sides.  I  had  to  cut  through 
nearly  an  inch  and  a  half  of  fat  in  the  abdominal  wall ;  the  omentum 
was  very  fatty,  and  the  right  kidney,  which  on  section  appeared 
healthy,  was  embedded  in  a  mass  of  it.  The  bladder  and  prostate 
you  have  had  an  opportunity  of  seeing  to-night,  and  Professors 
Bennett  and  Purser  kindly  inspected  them,  and  have  given  it  as 
their  opinion  that  the  parts  are  normal.  The  portion  of  the 
verumontanura  remaining  appears  to  me  to  be  slightly  enlarged. 
No  calculus  was  found.  The  small  intestines  were  slightly  dis- 
tended with  flatus,  but  the  transverse  and  descending  colon  were 
contracted  and  empty,  as  was  also  the  rectum.  The  termination  of 
the  ilium,  caecum,  part  of  ascending  colon,  and  vermiform  appendix, 
presented  well-marked  signs  of  inflammation  ;  caecum  and  com- 
mencement of  ascending  colon  were  very  much  distended  and 
filled  with  a  semi-liquid  matter  like  moist  powdered  charcoal,  part 
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of  which  exuded  through  a  small  aperture  in  the  colon  on  ray 
handling  it.  The  vermiform  appendix  was  filled  with  a  hard  mass, 
which  on  fracture  looked  like  hard-baked  powdered  charcoal. 
From  the  limited  incision  which  I  was  allowed  to  make,  and  the 
fatty  condition  of  the  parts,  I  was,  I  regret,  unable  to  make  any 
further  examination. 

When  this  case  came  under  my  care  in  May  last  I  treated  it 
for  enlargement  and  inflammation  of  the  prostate,  and  kept  the 
bowels  regular  by  means  of  saline  mineral  purgative  waters.  My 
patient  found  great  benefit  from  the  use  of  warm  baths  and  a 
mixture  containing  quinine  and  bicarbonate  of  potash. 

Salsmann  and  Anneley,  as  mentioned  in  "  Copeland's  Medical 
Dictionary,"  are  stated  to  have  recorded  cases  in  which  the  caecum, 
when  enlarged  and  displaced,  had  descended  very  low  into  the 
middle  of  the  pelvis  and  pressed  upon  the  bladder ;  and  I  think  it 
was  the  enlarged  and  distended  caecum  in  this  case  that  gave  rise 
to  some  of  the  vesical  symptoms  by  preventing  the  bladder  distend- 
ing, and  I  also  consider  it  may  account  for  the  enlargement  in  the 
region  of  the  prostate  that  the  specialist  and  I  felt  when  we 
examined  him  per  rectum,  by  its  lying  in  close  apposition  to  it, 
when  full  of  hardened  contents. 

It  is  not  improbable  that  in  the  act  of  dancing,  when  he  ex- 
perienced the  sudden  pain,  it  was  owing  to  the  giving  way  of  some 
of  the  attachments  where  the  caecum  lies  over  the  psoas  and  iliacus 
muscles,  and  that  by  pressing  on  the  anterior  crural  and  external 
cutaneous  and  genito-crural  nerves,  the  pain  and  numbness  down 
the  extremity  might  be  accounted  for. 

S.  0.  Habershon,  iu  his  work  on  "  Diseases  of  the  Abdomen,"  says 
that  considerable  faecal  distension  in  the  caecum  and  ascending 
colon  produces  pain  in  the  iliac  region,  and  by  pressure  on  the 
last  dorsal  and  genito-crural  nerve  induces  pain  also  over  the  hip 
as  far  as  the  great  trochanter,  the  groin,  and  the  testicle.  The 
pain  then  produced,  he  says,  is  sometimes  of  an  acute  character. 
In  my  case  there  was  no  pain  in  the  region  of  the  caecum,  except 
Oil  the  night  of  the  dance,  when  he  felt  as  if  he  had  been  shot,  and 
then  it  seemed  to  be  momentary;   but  during  the  last  three  or  four 
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days  of  his  illness  he  complained  of  soreness  there  on  examination. 
The  pain  down  the  thigh  during  the  first  ten  days  of  his  last  illness 
became  unbearable,  and,  as  I  have  mentioned,  on  touch  or  move- 
ment was  of  a  marked  spasmodic  character,  pointing,  I  think,  to  an 
extension  of  the  inflammation  to  or  around  the  nerves.  When  the 
thigh  became  very  swollen  the  pain  diminished  considerably.  Cope- 
land,  in  his  Dictionary,  mentions  that  in  typhlitis  both  tenderness  and 
pain  exist  more  or  less  constantly,  or  come  on  in  paroxysms,  and 
that  the  patient  generally  reposes  on  the  right  side.  In  my  case 
the  pain  came  on  when  the  parts  were  stirred  in  any  way,  and  was 
more  spasmodic  than  paroxysmal  in  character.  He  also  mentions 
oedema  of  the  right  leg  as  a  result  of  a  distended  caecum.  My 
case  had  no  varicose  veins,  nor  did  the  symptom  of  swelling,  which 
was  chiefly  confined  from  the  groin  to  the  knee,  occur  until  nine  days 
before  the  fatal  termination.  Then  the  swelling  appeared  to  depend 
more  on  an  extension  of  the  inflammation  to  the  common  iliac  vein, 
with  subsequent  blocking  up  of  it,  than  to  the  amount  of  pressure 
on  it ;  for  had  it  depended  on  the  latter,  one  might  have  expected 
it  to  have  existed  longer  and  to  have  come  on  more  gradually.  The 
ilium,  cascum,  and  ascending  colon  were  found  after  death  not 
to  contain  solid  contents,  which,  I  think,  may  be  due  partially — 
first,  to  the  attack  of  diarrhoea  that  existed  from  the  6th  or  7th 
to  the  10th  of  January  ;  and  secondly,  to  the  administration  of 
enemata  during  his  last  illness,  which  washed  out  the  bowels  well. 
On  two  or  three  occasions  the  hard  feculent  masses  had  to  be 
scooped  out  of  the  rectum.  A  catheter  had  not  to  be  used  during  his 
last  illness.  Owing  to  the  high  standing  of  the  London  specialist 
I  did  not  think  of  doubting  his  opinion,  but  I  could  not  understand 
how  an  enlargement  of  the  right  lobe  of  the  prostate  could  press  on 
the  anterior  crural  nerve.  Probably  the  son  of  my  patient  in 
consultation  misunderstood  him,  or  in  writing  to  me  made  a  slip. 

In  consequence  of  the  specialist  having  said  that  my  patient  would 
never  be  free  from  pain,  whatever  worse  it  might  be,  while  he 
lived,  and  of  my  passing  a  catheter  for  him  on  the  17th  of  January, 
1884 — when  I  was  called  to  see  him  two  days  afterwards,  to  find  him 
with  a  quick  pulse  and  increased  temperature,  I  took  it  for  granted 
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that  inflammation  was  set  up  in  the  prostate,  and  began  to  treat 
him  by  leeches  and  poultices  to  perineum,  stupes  to  abdomen,  and 
hypodermics  of  morphia  into  the  thigh  to  allay  pain.  My  patient 
not  progressing,  I  began  to  suspect  that  the  prostatic  disease 
was  of  a  different  character,  and  therefore  sent  for  his  son,  with 
whom  I  consulted.  We  agreed,  as  we  had  a  difficulty  about  our 
diagnosis,  to  treat  the  symptoms,  and  such  we  did — but  as  you  see, 
I  regret  to  say,  with  an  unfavourable  result. 


CASES  ILLUSTRATING  THE  ESSENTIAL  IDEN- 
TITY OF  PROGRESSIVE  MUSCULAR  ATROPHY 
AND  PROGRESSIVE  BULBAR  PARALYSIS. 

Br  J.  MAGEE  FINNY,  M.D.  Univ.  Dubl. ;  F.K.Q.C.P. ; 

King's  Professor  of  Practice  of  Medicine  in  the  School  of  Physic  ; 
Clinical  Physician  to  Sir  Patrick  Dun's  Hospital. 

[Read  in  the  Medical  Section,  April  18,  1884J 

Cases  of  primary  labio-glosso-laryngeal  paralysis  are  of  sufficient 
rarity  to  secure  for  the  recital  of  their  clinical  features  some  inte- 
rest ;  for,  although  bulbar  symptoms  are  not  very  uncommonly 
present  at  the  termination  of  various  systemic  cerebral  and  spinal 
diseases,  examples  of  primary  bulbar  paralysis  are  not  frequently 
met  with  in  the  experience  of  physicians  in  general  practice;  and 
it  would  seem,  indeed,  to  be  among  the  rarer  features  of  nerve- 
paresis  witnessed  by  those  whose  opportunities  of  studying  neurotic 
lesions  are  extensive,,  if  we  may  judge  from  the  fact  that  Erb, 
when  writing  the  article  bearing  directly  on  this  subject,8,  refers 
to  but  nine  cases  of  which  he  had  accurate  notest  and  Hammond 
states  that  he  had  met  with  but  six. 

With  the  exception  of  the  two  individuals,  the  record  of  whose 
state  I  am  about  to  submit  to  the  Academy,  and  of  a  third  which 
I  saw  when  a  senior  student,  but  which,  I  confess,  I  failed  at  the 
time  to  recognise,  I  have  not  met  with  any  other  instances  in  my 
own  practice,  nor  seen  any  in  the  wards  of  the  hospital  under  any 
of  my  colleagues. 

Apart  from  the  intrinsic  interest  attaching  to  the  pathological 

lesion  of  the  medulla,  to  which  is  due  the  disease  termed  labio- 

glossodaryngeal  paralysis,  or,  as  Kussmaul,  with  special  reference 

thereto,  called  it,  "  progressive  bulbo-nuclear  paralysis,"  I  look  upon 

a  Ziemssen's  Cyclopaedia  of  Medicine. 


68  Progressive  Muscular  Atrophy. 

these  cases,  the  subject  of  this  communication,  as  illustrating,  in  a 
marked  way,  the  intimate  relations  which  exist  between  it  and 
progressive  muscular  atrophy. 

Each  of  these  diseases  is  to  be  met  with  separately.  Although 
chronic  progressive  bulbar  paralysis  does  occur  alone  as  a  typical 
disease,  unaccompanied  by  any  general  amyotrophic  changes  of 
the  trunk  and  extremities — as  of  Erb's  nine  cases,  six  were  limited 
to  paralysis  of  the  lips,  tongue,  and  larynx — yet  it  is  proved  to  be 
one  of  the  most  frequent  complications  of  progressive  muscular 
atrophy.  A  striking  example  of  this  has  been  recently  published 
by  W.  Fox.a  It  is  fairly  formulated  by  Eulenburg  :b — "  One  cause 
of  death  in  progressive  muscular  atrophy  is  so  frequent,  and  is 
clinically  so  nearly  allied  to  progressive  muscular  atrophy,  that  it 
must  be  considered  not  as  an  accidental  complication,  but  as  a  com- 
bined disease  arising  from  the  same  or  similar  pathogenic  causes. 
This  is  progressive  bulbar  paralysis.  It  may  form  a  cause  of  death 
either  by  producing  a  gradual  palsy  of  the  muscles  of  swallowing 
and  of  the  larynx,  or,  when  it  occurs  in  an  apoplectic  form,  with 
immediate  palsy  of  the  respiratory  centres." 

In  like  manner,  in  cases  of  primary  bulbar  paralysis,  one  of  the 
commonest  complications  is  that  of  progressive  muscular  atrophy. 
Hence  the  question  presses  as  to  the  relative  position  these  two 
lesions  bear  to  one  another.  Is  the  fact  of  their  being  both  pre- 
sent in  an  individual  to  be  attributed  to  chance  coincidence?  Is 
one  sequential  on  the  other  ?  Or  are  the  two  groups  of  symptoms 
but  evidences  of  the  same  disease  affecting  different  but  allied 
parts  of  the  cerebro-spinal  centres — branches  of  the  same  tree  which, 
though  springing  from  different  parts  of  the  parent  stem,  produce 
similar  fruits  ? 

When  glosso-laryngeal  disease  was  for  the  first  time  systemati- 
cally demonstrated  by  Duchenne  in  1801,  although  it  had  been 
recognised  some  twenty  years  previously  by  Trousseau,  the  close 
relation  it  bore  to  progressive  muscular  atrophy  was  thoroughly 
admitted  by  this  accurate  observer. 

■  British  Medical  Journal.     Vol.  I.,  p.  82.     1881. 

b  Ziemsseii's  Cyclopaedia  of  Medicine.     Vol.  XIV.,  p.  132. 
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Duchenne  considered,  however,  the  two  lesions  to  be  quite  dis- 
tinct, the  one  from  the  other,  and  laid  down  the  characteristic 
feature  of  progressive  bulbar  paralysis  to  be  "  paralysis  without 
atrophy,"  in  contrast  to  that  of  progressive  muscular  atrophy,  which 
was  "  atrophy  without  paralysis."  For  several  years  subsequently 
this  view  of  Duchenne's  was  generally  adopted,  and  even  in  the 
present  time  it  appears  to  have  its  adherents,  among  whom  Ham- 
mond and  Friedreich  may  be  numbered. 

Accumulated  instances  of  the  two  diseases  being  both  present  in 
the  same  individual — their  occurrence  being  either  synchronous  or 
subsequent  in  time,  the  one  on  the  other — and  the  weight  of  evi- 
dence, based  on  the  great  similarity  of  their  clinical  features,  forced 
the  conviction  on  the  minds  of  physicians  that  this  coincidence, 
this  similarity,  must  be  due  to  the  one  and  the  same  lesion  of  the 
nerve-centres.  Pathological  anatomy  had  revealed  that  the  primary 
or  essential  lesion  constant  to  progressive  muscular  atrophy — as 
first  demonstrated,  I  believe,  by  Lockhart  Clarke  and  Charcot — 
consisted  in  degenerative  changes  in  the  multipolar  ganglion-cells 
of  the  anterior  cornua  of  the  grey  matter  of  the  cord ;  while  that 
of  labio-glosso-laryngeal  paralysis  was  a  like  degeneration  of  the 
similar  cells  in  the  grey  nuclei  on  the  floor  of  thec'j  th  ventricle. 
Then  Charcot  described  a  case  of  progressive  bulbar  paralysis 
complicated  with  progressive  muscular  atrophy,  in  which  these  two 
lesions  were  demonstrated  to  be  present ;  and  recently  Fox  has 
contributed  another,  already  referred  to,  beginning  in  muscular 
atrophy  and  ending  in  bulbar  paralysis,  in  which  the  pathological 
changes  peculiar  to  each  were  found  present  together.  Lastly,  the 
link  which  knits  these  diseases  in  intimate  relationship  was  further 
forged  by  the  analogy  which  physiological  anatomy  showed  to  exist 
between  the  grey  motor  nuclei  of  the  medulla  and  the  anterior  grey 
cornua  of  the  cord,  and  that  these  parts  are  but  continuations  one 
of  the  other. 

Our  knowledge  by  the  additional  light  now  shed  on  these  lesions 
may  therefore  be  summarised  in  the  words  of  Erb  :a — "Accord- 
ingly," he  says,  "we  may  assume  that,  in  both  diseases,  the  patho- 
n  Ziemssen's  Cyclopaedia  of  Medicine.     Vol.  XIII. 
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logical  processes  are  either  essentially  identical,  or  at  least  very 
closely  related,  and  that  it  depends  upon  their  localisation  chiefly 
whether  the  result  is  muscular  atrophy  or  bulbar  paralysis ;  and 
that,  consequently,  the  two  diseases  may  combine  frequently  and 
in  every  proportion ;"  and  that  the  amyotrophic  results  are  the 
same  in  mode  of  production,  though  they  differ  in  situation. 

As  a  contribution  to  the  clinical  literature  of  the  disease,  and  as 
an  illustration,  not  a  proof,  of  the  pathogenetic  identity  of  these 
two  affections,  I  beg  to  adduce  the  following  instances  which  came 
under  my  notice  while  I  was  Physician  to  the  City  of  Dublin 
Hospital  in  1882  :— 

Case  I. — Stephen  S.,  a  farmer,  aged  fifty,  was  admitted  into  the 
City  of  Dublin  Hospital  on  March  7th,  1882,  under  my  care.  He 
was  married,  and  had  had  fourteen  children,  the  youngest  being 
three  months  old.  He  had  always  been  a  healthy  man  and  of  tem- 
perate habits.  He  had  never  had  rheumatic  fever  or  syphilis,  nor 
did  he  receive  any  injury  to  his  head,  and  there  was  no  history  of 
any  hereditary  nervous  disease.  About  August,  1881,  he  first 
complained  of  a  giddiness,  of  a  numbness  of  his  tongue,  and  of 
difficulty  in  speaking.  These  latter  symptoms  had  ever  since 
steadily  increased,  and  the  pronunciation  of  most  words  had  become 
an  impossibility,  while  difficulty  in  swallowing  had  still  added  to 
his  troubles.  About  six  weeks  before  admission  he  felt  a  tingling 
sensation  in  both  arms  and  legs,  "just  as  if  they  were  asleep,"  and 
shortly  afterwards  he  noticed  that  he  could  not  walk  as  well  or  as 
far  as  previously,  that  he  was  more  easily  tired,  and  that  his  arms 
became  weaker.  Soon  afterwards  he  experienced  a  pain  in  the  top 
of  his  head,  which,  while  it  never  had  been  severe,  has  lasted  ever 
since.  At  this  time  he  noticed  he  was  becoming  deaf,  especially  in 
his  right  ear.  He  never  had  experienced  arthritic  or  lightning 
pains  in  his  legs. 

On  admission. — The  patient  was  a  tall,  well-made  man,  looking 
younger  than  his  age,  and  at  first  sight  did  not  present  the  evidences 
of  paralysis  of  the  lips  which  are  so  characteristic  in  advanced 
cases  of  progressive  bulbar  paralysis.  He  could  close  his  lips,  but 
'  lie  could  not  keep  them  closed,  nor  purse  them  together,  and  he 
was  constantly  wiping  away  the  saliva  which  dribbled  from  between 
them,  lie  could  not  whistle,  or  blow,  or  spit,  and  his  mouth  was 
usually  open,  its  angles   depressed,  and   giving,  a  somewhat  sad 
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expression  to  the  lower  part  of  the  face,  while  his  eyes  and  upper 
part  exhibited  animation,  and  on  very  slight  provocation  great 
merriment.  He  was  very  emotional,  and  readily  laughed ;  the 
upper  part  of  his  face  and  the  upper  lip  being  contorted,  while  the 
lower  lip  hung  motionless  and  somewhat  away  from  the  gums. 

When  spoken  to  he  was  unable  to  speak — that  is,  to  use  any 
words  beyond  "  aye  "  and  "  no  ;"  while  his  intelligence  was  unim- 
paired both  as  to  understanding  what  had  been  said  and  in 
attempting  by  signs  to  convey  his  ideas,  but  he  used  no  words — an 
indescribable  jargon  of  grunts  and  repetitions  of  "ah,"  "ah," 
taking  their  place.  It  was  found  that  he  could  imitate  the  sounds 
of  the  vowels  very  fairly,  that  the  labials  were  not  undistinguish- 
able,  but  all  efforts  at  the  dentals  or  Unguals  utterly  failed.  Thus, 
while  o,  u,  m,  p,  b,f,  which  depend  upon  the  perfect  action  of  the 
orbicularis,  could  be  fairly  executed,  s,  k,  t,  g,  which  required  the 
free  movement  of  the  tongue,  were  impossible.  The  tongue  could 
be  protruded  a  very  little  way  beyond  the  teeth,  but  it  could  not  be 
raised  to  the  palate  or  to  touch  the  upper  teeth.  Common  sensation 
was  unaffected  either  in  lips  or  tongue,  nor  was  the  special  sense 
of  taste  impaired.  The  tongue  appeared  slightly  atrophied,  and  as 
it  lay  in  the  mouth  was  observed  to  be  very  tremulous,  fibrillary 
movements  running  slowly  along  various  portions  in  irregular 
sequence.  No  note  was  made  of  its  appearance  with  respect  to  its 
epithelial  covering  or  its  papillae,  so  that  presumably  there  was 
nothing  very  abnormal  to  be  remarked.  Owing  to  the  paralysis  of 
this  organ,  mastication  and  deglutition  were  very  difficult.  When 
eating,  the  patient  took  very  small  morsels,  and  he  rolled  them 
about  his  mouth  for  a  considerable  time,  while  particles  escaped 
from  the  lips,  and  with  his  fingei*s  he  dislodged  the  food  between 
his  cheeks  and  gums,  and  pushed  it  well  back  in  the  mouth.  He 
drank  very  cautiously,  taking  very  small  sups.  Once  the  food 
entered  the  pharynx  it  passed  down  without  any  regurgitation  of 
liquids  or  solids  through  the  nares.;  but,  unless  great  care  were 
taken,  it  was  likely  to  produce  fits  of  coughing  from  its  entering 
the  larynx,  and  this  applied  more  especially  to  fluids.  The  uvula 
and  soft  palate  seemed  unaffected ;  they  responded  to  excitation  of 
touch,  and  there  was  an  absence  of  nasal  voice.  The  patient's 
sight  was  normal,  and  the  pupils  responded  to  both  accommodation 
and  light.  The  hearing  in  the  right  ear  was  slightly  impaired,  as 
compared  with  the  left. 

The  physiognomy  of  the  case  was  thus  typical  of  glosso-labio- 
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laryngeal  disease,  the  chief  manifestations  being  referable  to 
paralysis  of  the  tongue  alike  in  its  intrinsic  muscles  and  its  deep 
attachments  to  the  hyoid  bone. 

Examination  of  the  trunk  and  extremities  revealed  well-marked 
amyotrophic  changes,  such  as  are  found  in  progressive  muscular 
atrophy.  On  stripping  the  patient  to  his  waist,  fibrillary  move- 
ments were  seen  in  almost  every  muscle  connecting  the  upper 
extremity  to  the  trunk,  in  particular  the  pectorals,  while  the  deltoids, 
triceps,  and  biceps,  and  all  the  muscles  of  the  forearms,  in  like 
manner,  exhibited  the  same  symptom.  There  was  slight  "winging" 
of  the  right  scapula,  while  all  the  muscles  more  or  less  showed  loss 
of  substance,  and  were  soft  and  flabby.  The  flexors  of  the  carpus 
and  fingers  and  the  thenar  eminence  of  the  right  arm  were  more 
wasted  than  those  of  the  left.  By  measurement  the  right  forearm 
was  smaller  in  circumferance  than  the  left,  although  the  patient 
was  a  right-handed  man,  and  the  dynamometer  registered  but  24  k. 
with  the  right,  against  30  k.  with  the  left  hand.  The  muscles  of 
the  legs  were  much  less  visibly  wasted,  but  their  motor  weakness 
was  recognised  by  the  stiff  heavy  way  in  which  the  patient  walked, 
and  the  slow,  awkward,  and  uncertain  manner  in  which  he  raised 
his  feet  to  any  given  height.  Patellar  reflex  was  not  abolished  and 
each  leg  responded  equally,  while  ankle  clonus  was  slightly  marked 
in  the  left  leg,  absent  in  the  right.  There  was  no  paresis  of  the 
bladder  or  rectum.  All  the  muscles  of  the  affected  limbs  responded 
to  the  electrical  stimulus,  but  the  faradic  excitability  of  some  was 
much  impaired,  a  very  strong  current  being  needed  to  throw  them 
into  action.  He  was  unable  to  write  his  own  name,  saying  before 
he  had  half  written  he  was  too  tired  to  write  more.  The  letters 
and  syllables  he  wrote  were  correctly  spelled  and  written.  There 
was  no  evidence  of  disease  of  the  heart,  lungs,  or  kidneys.  It  was 
noticed  that  there  was  great  sensitiveness  to  the  changes  of  tempera- 
ture, and  that  he  was  worse  in  swallowing  on  a  cold  east-wind  day. 

The  patient  remained  under  observation  for  more  than  a  month, 
but  his  condition  was  rapidly  deteriorating ;  and  on  March  23rd 
hie  powers  of  swallowing  had  become  so  feeble  that  suffocative 
symptoms  were  constantly  imminent  while  taking  solids  or  liquids  ; 
and  he  had  to  be  slapped  on  the  back  to  dislodge  the  particles. 
He  became  also  much  thinner  and  weaker,  in  spite  of  tonics  and 
generous  diet,  and  no  improvement  took  place  in  his  powers  of 
speech.  At  his  own  request  he  returned  to  his  home  in  the  County 
Kilkenny. 
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Of  the  subsequent  history  of  this  case  I  regret  to  say  that  I  am 
ignorant,  although  I  endeavoured  to  obtain  the  information  by 
writing  two  or  three  times  to  the  medical  man  under  whose  care 
he  was  before  coming  to  hospital ;  but  there  is  little  doubt  that  he 
succumbed  to  the  accidents  of  the  disease  before  many  weeks  had 
elapsed. 

Case  II. — James  C,  aged  thirty-nine,  married,  labourer  in  the 
country,  was  admitted  under  my  care  in  the  City  of  Dublin  Hospital 
on  May  oth,  1882.  The  patient,  in  the  first  instance,  sought  advice 
from  my  colleague,  Dr.  Fitzgibbon,  the  surgeon  on  duty,  as  his 
friends  thought  he  was  suffering  from  some  tumour  or  abscess  of 
his  tongue,  which  interfered  with  his  speech.  Dr.  Fitzgibbon, 
recognising  the  nature  of  the  complaint,  requested  me  to  take 
charge  of  him. 

Nine  months  previously  the  patient's  friends  noticed  a  peculiar 
change  in  his  speech,  which  gradually  became  so  bad  that  they 
could  not  without  great  difficulty  understand  him.  In  January  of 
the  present  year  (1882)  the  patient  noticed  a  weakness  and  loss  of 
power  in  his  hands,  so  that  he  was  not  able  to  dig  and  do  other 
heavy  field  work,  but  he  continued  to  do  light  work,  snch  as  driving 
horses  and  tending  cattle,  up  to  a  couple  of  months  ago.  His  wife 
considered  his  present  illness  due  to  the  fact  of  his  having  been 
engaged  in  working  in  a  drain  for  some  time  last  year,  as  while 
thus  employed  he  had  often  to  stand  for  hours  in  wet  up  to  his 
body. 

There  was  no  history  of  his  having  had  any  previous  illness,  or 
syphilis.  He  had  had  six  sisters  and  one  brother,  and,  though  the 
former  were  dead,  he  was  not  aware  of  their  having  had  any 
affection  like  his. 

On  admission. — The  patient  was  a  small  man,  fairly  nourished,  and, 
except  in  the  regions  affected  by  paralysis,  presented  nothing 
abnormal.  His  gait  was  unaffected,  and  he  was  able  to  walk  well  ; 
but  when  doing  so  he  kept  his  head  bent  forward,  and  turned  his 
body  when  he  wished  to  look  to  either  side.  This  peculiarity 
seemed  due,  not  to  rigidity,  but  to  weakness  of  the  cervical  muscles. 
His  face  presented  a  great  contrast  in  its  upper  and  lower  halves ; 
the  former  was  bright  and  intelligent,  and  at  times  cheerful ;  the 
latter  was  vague,  expressionless,  and  had  a  sad  drawn  look.  The 
lips,  which  lay  apart,  were  thinner  than  normal  at  the  outer  side, 
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though  thick  in  their  middle,  and  the  saliva  ran  in  continuous 
streams  from  the  sides  of  the  mouth,  unless  constantly  wiped  away. 
There  was  also  complete  inability  to  whistle,  smoke,  spit,  or  to  puff 
out  his  cheeks.  On  asking  him  to  put  out  his  tongue,  he  was 
unable  to  make  its  tip  pass  the  front  teeth.  His  efforts  to  comply 
with  the  request  were  very  strange,  and  always  the  same,  no  matter 
how  often  he  made  the  attempt.  He  would  open  the  mouth  very 
wide,  and  draw  down  the  chin  with  his  hand,  receding  his  head  at 
the  same  time,  as  if  by  this  expedient  the  tongue  would  remain 
protruded.  He  could  not  raise  the  tip  to  the  upper  teeth,  nor 
palate,  and  had  a  very  slight  power  in  a  lateral  direction.  It 
generally  lay  helpless  in  the  bottom  of  the  mouth.  The  organ  was 
remarkably  smooth  in  front  from  an  atrophy  of  the  papilla?,  and 
was  seemingly  shortened,  due  probably  to  the  inability  to  protrude 
it,  and  also  from  atrophy  of  its  substance.  It  was  raised  in  lumps 
in  several  parts,  and  particularly  along  the  sides.  This  grooved 
and  unequal  appearance  was  also  due  to  the  atrophy  of  its  substance. 
Fibrillary  movements  were  plainly  visible  along  its  left  side  and 
near  the  tip.  Its  sensibility  was  unimpaired,  and  taste  was  normal. 
Speech  was  very  indistinct,  while  the  pitch  of  the  voice  was  high 
and  loud.  Some  few  monosyllabic  words  he  could  make  a  fair 
attempt  to  pronounce,  but  any  approach  to  a  dissyllable  or  a 
sentence  ended  in  a  confused  jargon.  There  was  no  aphasia,  as 
he  could  correctly  name  each  object  shown  him,  and  describe  his 
symptoms  sufficiently  to  make  himself  understood,  partly  by  sounds 
which  resembled  words,  and  largely  by  gesticulation.  In  going 
through  the  letters  of  the  alphabet,  the  letters  e,  k,  n,  p,  and  z, 
seemed  the  most  difficult  to  pronounce.  As  he  was  illiterate,  his 
powers  of  reading  and  writing  could  not  be  tested.  The  power  of 
mastication  was  not  lost,  but  the  food  passed  quickly,  without 
almost  any  chewing,  from  presumably  the  inability  of  the  tongue 
to  roll  it  under  the  teeth.  He  drank  but  little  at  a  time,  and  then 
did  80  by  throwing  the  liquid  well  back,  and  gulping  it  down. 

The  palate,  to  all  appearance,  seemed  unaffected,  as,  in  touching 
it  with  the  point  of  a  pencil,  it  responded  to  stimulation.  Liquids 
and  food  also  never  returned  through  the  nostrils.  That  it  was 
involved,  though  to  n  slight  degroe,  was  manifested  by  his  inability 
to  sneeze  or  blow  his  nose — acts  which  do  not  depend  in  any  way 
on  the  power  of  closing  the  lips.  The  lower  facial  muscles- and  the 
tongue  responded  feebly  to  faradism,  and  there  was  no  reaction 
of  degeneration.     The  mind  seemed  to  be  unaffected,  though  at 
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times  he  was  very  desponding,  and  when  amused  he  laughed 
immoderately. 

On  testing  the  general  muscular  power,  it  was  evident  that,  in 
addition  to  the  symptoms  of  progressive  bulbar  paralysis,  for  the 
relief  of  which  he  sought  advice,  his  hands,  upper  extremities,  and 
trunk  were  the  seat  of  progressive  muscular  atrophy.  The  left  hand 
was  affected  to  a  greater  extent  than  the  right,  and  exhibited  the 
features  of  the  "  claw  hand."  The  dorsal  interossei  of  either  hand 
were  atrophied,  and,  as  well  as  the  second  and  third  left  palmar, 
did  not  respond  to  faradism.  The  thenar  and  hypothenar  emi- 
nences were  also  flattened ;  the  abductor  pollicis  did  not  respond 
to  electricity,  while  opponens  responded  very  feebly.  The  power 
of  grasping  was  greatly  impaired,  the  dynamometer  registering  12  k. 
to  the  right  and  5k.  to  the  left  hand.  The  forearms  were  soft  and 
flabby;  the  deltoids,  and  markedly  the  right  one,  were  atrophied. 
The  patient  was  unable  to  raise  his  right  arm  to  the  horizontal 
level,  and  without  the  aid  of  the  left  hand  to  place  the  right  on 
the  vertex.  Fibrillary  movements  were  seen  in  almost  all  the 
muscles,  but  were  well  marked  in  the  deltoid,  pectoralis  major, 
triceps  humeri,  and  flexor  digitorum.  Sensation  was  unaffected. 
With  the  exception  of  the  deep  cervical  muscles  which  raise  and 
turn  the  head,  all  of  which  were  more  or  less  involved  as  to  function, 
and  probably  also  as  to  size  and  structure,  the  muscles  of  the  trunk 
and  lower  extremities  were  unaffected.  There  was  no  loss  of 
power  or  co-ordination  while  walking,  and  the  bladder  and  the 
rectum  were  healthy. 

The  patient  remained  in  hospital  for  two  months,  and  in  some 
respects  was  much  better  than  when  admitted.  He  was  able  to  use 
his  right  arm  much  better,  and  to  raise  it  to  the  level  of  the 
shoulder.  He  was  also  less  dejected,  and  was  very  anxious  to  try 
and  work.  The. treatment  consisted  of  nourishing  diet;  faradism 
and  galvanism  to  the  affected  muscles ;  and  chloride  of  barium,  in 
half-grain  doses,  three  times  a  day,  combiued  with  tincture  of 
hyoscyamus. 

Remarks. — It  is  not  my  intention,  nor,  indeed,  do  I  consider  it 
profitable,  to  discuss  the  question  of  the  origin  of  progressive 
muscular  atrophy.  The  weight  of  evidence,  at  the  hands  of  Charcot, 
Duchenne,  and  Joffroy  abroad,  and  Lockhart  Clarke  and  Ross  at 
home,  has  convinced  me  that  the  "neuropathic  theory"  of  Charcot 
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is  that  which  best  explains  the  rationale  of  the  disease ;  and 
that  a  similar  primary  central  lesion  in  the  motor  nuclei  on  the 
floor  of  the  fourth  ventricle,  produces  the  paralysis  and  atrophy  of 
the  tongue,  lips,  pharynx,  and  larynx  in  progressive  bulbar  par- 
alysis. The  association  of  the  two  diseases  is  well  exemplified  in 
the  foregoing  cases.  In  both  the  tongue  was  first  affected.  In 
Case  I.,  eight  months  elapsed  before  the  patient  was  aware  of 
the  presence  of  paralysis  of  the  lower  extremities ;  in  Case  II., 
four  months.  I  say  advisedly  "  before  the  patient  was  aware  of 
the  paralysis ; "  for  it  is  more  than  probable  that  the  progressive 
muscular  atrophy  had  commenced  its  work  long  before  the  patient 
was  made  aware  of  it.  It  is  a  painless  disease ;  most  insidious  in 
its  approach,  and  fitful  in  its  advances,  involving  separately  several 
portions  of  a  muscle  and  not  the  whole,  and  it  may  not  be  until  a 
very  great  portion  of  the  muscle  is  invaded,  or  a  group  of  muscles 
becomes  atrophied,  that  the  paralysis  is  recognised  by  the  sufferer. 
This  holds  good  for  the  muscles  of  coarser  action,  even  more  than 
for  those  of  fine  and  delicate  action.  It  is  soon  discovered  in  the 
fingers  of  a  telegraphic  or  scrivener's  clerk,  or  those  of  a  pianist, 
but  very  much  later  in  the  muscles  of  the  trunk,  arms,  and  lower 
extremities.  I  have  no  doubt  in  my  own  mind  that  had  they  been 
looked  for,  fibrillary  movements  would  have  been  discovered  in  the 
affected  muscles  of  the  trunk  and  extremities  of  these  patients  a 
very  considerable  time  antecedent  to  the  presence  and  date  of  their 
paralysis.  As  bearing  on  this  point,  I  would  refer  to  the  case  of 
the  combined  diseases  under  consideration  which  Charcot  has 
detailed,  in  which  he  discerned  the  presence  of  these  evidences  of 
advancing  amyotrophic  paralysis  in  the  pectorals,  deltoids,  and 
latissimus  dorsi  muscles,  before  the  patient  was  aware  that  he  was 
suffering  from  anything  but  the  affection  of  speech. 

We  may  therefore,  I  think,  fairly  assume  that,  if  not  synchronous 
in  their  occurrence,  the  interval  which  elapsed  between  the  pri- 
mary engagement  of  the  nerve-centres,  which  gave  rise  to  progressive 
bulbar  paralysis  and  progressive  muscular  atrophy,  was  short. 

Fibrillary  movements  of  the  tongue  and  lips  are  even  more  certain 
symptoms  of  the  advancing  bulbar  disease  than  atrophy,  for  atrophy 
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may  not  be  an  early  sign.  Paralysis  may  precede  it  by  a  very  con- 
siderable interval,  and  even  to  the  last  the  tongue  may  appear 
smooth  and  of  normal  volume.  This  was  made  known  by  the  case 
of  Charcot,  referred  to,  in  which  while  it  appeared  unaffected  by 
atrophy,  the  tongue  was  very  far  advanced  in  fatty  degeneration. 
It  seems  to  me  that  in  all  probability  the  condition  of  this  organ  in 
Stephen  S.  (Case  I.),  was  very  much  the  same  as  in  Charcot's  case, 
for  though  the  tongue  appeared  slightly  atrophied,  as  compared  with 
the  organ  of  James  C.  (Case  II.),  its  functions  as  to  speech  and 
deglutition  were  very  much  more  impaired — in  fact,  no  words  could 
be  attempted  by  Stephen  S.,  although  he  had  the  aid  of  the  lips,  an 
advantage  which  the  other  patient  had  not,  and  yet  the  latter  was 
able  to  pronounce  some  monosyllables,  although  his  tongue  was 
more  furrowed,  hummocky,  and  shortened  by  atrophy. 

These  cases  illustrate,  alike  in  bulbar  paralysis  and  in  progressive 
muscular  atrophy,  the  very  unequal  manner  the  same  disease  may 
attack  different  individuals,  and  a  similar  want  of  order  by  which  it 
makes  its  advance  to  a  fatal  termination.  Case  I.,  in  eight  months, 
was  fast  approaching  that  consummation ;  Case  II.,  on  the  other 
hand,  seemed  to  be  in  a  stationary  or  even  improved  condition  at 
the  end  of  ten  months  so  far  as  the  disease  of  the  muscles  of  the 
extremities  was  concerned,  while  with  respect  to  those  of  speech 
and  deglutition  the  disease  seemed  to  be  in  abeyance. 

The  bulbar  lesion  in  Case  I.  had  chiefly  and  most  seriously  in- 
volved the  nuclei  of  the  hypoglossal  nerves,  so  as  to  interfere  with 
their  function  in  their  distribution  to  the  muscles  attached  to  the 
hyoid  bone,  and  it  but  slightly  touched  the  facial ;  while  in  Case  II. 
the  facial  nerve  seemed  much  involved,  as  well  as  those  filaments  of 
the  ninth  which  move  the  tip  and  anterior  part  of  the  tongue.  In 
neither  were  taste  or  sensation  affected. 

Further  comment  on  these  cases  is  unnecessary  except  to  note 
that  they  throw  no  light  on  the  predisposing  or  exciting  causes  of 
progressive  bulbar  paralysis ;  and  although  syphilis  is  accredited 
with  producing  the  disease  by  some  observers,  it  was  not  a  factor 
in  these  cases.  In  truth,  nothing  is  known  as  to  its  etiology,  beyond 
the  facts  that  it  occurs  twice  as  often  in  men  as   in  women ;  and 
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after  forty  years  of  age.  Heredity  is  acknowledged  to  be  a  strong 
predisponent  of  progressive  muscular  atrophy ;  yet,  though  the  two 
diseases  are  but  parts  of  the  one  lesion,  it  has  not  been  proved  to  be 
a  recognised  factor  in  progressive  bulbar  paralysis. 


DOUBLE  OPTIC  NEURITIS,  WITH  PARALYSIS 
OF  OLFACTORY  NERVES,  AND  SENSORY 
DIVISION  OF  RIGHT  FIFTH  NERVE. 

By    JOHN    B,    STORY,    F.R.C.S. ; 

Surgeon  to  St.  Mark's  Ophthalmic  Hospital. 
[Read  in  the  Medical  Section,  April  18,  1S84-] 

Cases  of  double  optic  neuritis,  with  consecutive  atrophy  of  the 
nerves,  are  so  common  in  ophthalmic  practice  that  I  should  not 
have  thought  it  worth  while  to  bring  the  following  case  under  the 
notice  of  the  Academy  were  it  not  for  some  special  points  of  interest 
which  it  presents,  and  upon  which  I  should  like  to  elicit  the  opinion 
of  the  members  present,  whose  experience  of  cerebral  disease  is  so 
much  larger  than  my  own.a 

Case  I. — Jane  H.,  aged  thirty-two,  unmarried,  was  sent  to  me 
recently  by  my  friend,  Dr.  O'Farrell,  of  Boyle,  with  the  following 
history  : — Beyond  an  attack  of  smallpox  in  her  infancy  she  had 
always  been  a  healthy  woman,  and  her  family  presented  no  evidences 
of  disease.  Of  four  brothers  and  three  sisters  all  are  alive  and 
healthy,  except  one  brother  who  died  of  an  injury  received  in 
America.  Her  father  died  at  the  age  of  sixty-seven,  and  her 
mother  at  that  of  sixty.  However,  about  Christmas  time  in  1882, 
she  began  to  suffer  from  a  pain  in  the  front  of  her  head,  which  at 
first  would  come  on  for  only  a  quarter  of  an  hour  or  so  once  or 
twice  during  the  day,  but  rapidly  became  more  frequent  in  its 
occurrence  and  more  violent  in  its  attacks,  until  by  the  end  of 
March,  1883,  it  was  continuous,  and  so  excruciating  that  early  in 
April  she  found  it  necessary  to  take  to  her  bed  solely  on  account 
of  this  pain  in  her  head.  Some  weeks  later — she  is  not  at  all  certain 
as  to  the  precise  time — she  became  unconscious.     This  unconscious- 

*  The  patient  was  exhibited  at  the  meeting  of  the  Section. 
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ness  came  on  very  rapidly,  if  not  quite  suddenly,  and  persisted 
until  the  end  of  July,  1883,  when  she  gradually  recovered  conscious- 
ness, and  became  alive  to  the  alarming  fact  that  her  senses  of  sight, 
taste  and  smell  were  lost,  and  that  the  sensation  of  touch  on  the 
rio-ht  side  of  her  face,  and  on  the  little  finger  and  the  ulnar  side  of 
the  rin^  finger  of  her  right  hand,  had  also  disappeared.  Until  she 
became  unconscious  she  states  that  she  suffered  from  nothing  but 
the  pain  in  her  head,  all  her  various  organs  of  sense  being  in  perfect 
order,  but  she  acknowledges  on  questioning  to  a  derangement  of 
her  stomach  and  attacks  of  vomiting  during  the  period  preceding 
the  unconsciousness. 

Her  condition  at  present  is  as  follows  : — 

She  suffers  no  pain,  and  beyond  the  defects  of  sense  described 
above,  has  nothing  to  complain  of  in  her  physical  condition.  The 
sense  of  smell  is  completely  absent  in  both  nostrils,  the  odours  of 
assafoetida,  valerian,  and  iodoform  being  entirely  unappreciated  by 
the  patient.  Ammonia  produces  a  slight  and  indefinite  sensation, 
probably  from  its  action  upon  the  mucous  membrane  of  the  left 
nostril,  whose  tactile  sensibility  is  unaffected. 

Both  optic  nerves  are  atrophied,  and  the  perception  of  light 
entirely  lost  in  each  eye. 

The  functions  of  the  third  and  sixth,  and,  so  far  as  I  know,  those 
of  the  fourth  nerve  also  are  unaffected,  the  motions  of  the  globes  in 
all  directions  being  perfectly  normal,  and  the  pupils  contracting 
simultaneously  with  convergence  of  the  visual  axis,  although,  of 
course,  the  pupillary  reflex  to  light  is  entirely  lost.8. 

The  sensory  division  of  the  fifth  nerve  upon  the  right  side  is 
completely  paralysed.  Tactile  sensibility  is  absent  upon  the  right 
half  of  the  head  and  face,  from  the  median  line  to  a  line  drawn 
about  one  inch  in  front  of  the  external  auditory  meatus,  and  from 
the  vertex  to  the  lower  edge  of  the  inferior  maxilla.  There  is 
evidence  of  sensibility  in  the  skin  over  the  angle  of  the  jaw,  in 
the  external  auditory  meatus,  and  over  all  parts  of  the  external  ear  ; 
also  in  the  skin  covering  the  posterior  portion  of  the  temporal 
fossa — those  portions  of  the  skin  which  receive  branches  from  the 
cervical  nerves  in  addition  to  the  filaments  coming  from  the  fifth. 
The  corneal  and  conjunctival  sensibility  is  entirely  absent,  as  well 

a  To  <lay,  April  18th,  my  attention  was  called  by  Dr.  Keane  to  the  fact  that 
the  light  reflex  had  returned  to  the  right  eye.  Perception  of  light  is  still, 
however,  absent. 
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as  the  lachrymal  and  palpebral  reflexes  connected  with  it,  but 
the  tension  of  globe,  so  far  from  being  subnormal,  is  actually 
slightly  higher  than  that  of  the  other,  whose  fifth  nerve  is  intact, 
and  as  yet  no  appearance  of  any  trophoneurosis  of  the  cornea  is 
visible. 

Sensibility  is  lost  upon  the  right  side  of  the  nose,  upper  and 
lower  lips  and  chin,  and  in  the  mucous  membrane  in  the  right 
nostril,  and  on  the  right  side  of  the  tongue,  jaws,  cheek  and  hard 
palate.  The  sensation  of  taste  is  certainly  defective  upon  the  right 
side  of  the  tip  of  the  tongue,  and  on  the  right  half  of  the  organ  in 
front — sweets,  salts,  and  bitters,  being  indistinguishable  until  after 
the  tongue  is  brought  into  contact  with  the  palate  and  the  motion 
of  swallowing  made,  but  the  sensation  of  taste  is  not  very  acute  on 
the  left  side  of  the  anterior  portion  of  the  tongue  either,  so  that 
I  cannot  make  any  certain  deductions  as  to  the  distribution  of  the 
lingual  nerves  from  the  investigation  of  this  case.  The  patient 
cannot  feel  the  passage  of  a  constant  current  on  the  right  side  of 
the  tongue  at  all,  but  then  she  does  not  distinguish  the  difference 
between  the  passage  of  an  electrical  current  and  the  simple  contact 
of  a  silver  probe  on  the  left  side.  She  complains  of  inability  to 
masticate  her  food  on  the  right  side,  and  the  lower  jaw  when 
protruded  forwards  is  pushed  to  the  affected  side,  and  when  drawn 
back  is  dragged  towards  the  sound  side,  but  to  the  touch  the  muscles 
of  mastication  feel  quite  as  firm  and  healthy  in  their  functions 
upon  the  right  side  as  upon  the  left. 

The  protrusion  of  the  tongue  seems  to  be  also  somewhat  towards 
the  affected  side. 

The  electrical  reaction  of  the  muscles  has  not  been  tested. 

The  sense  of  hearing  is  quite  perfect  on  both  sides. 

The  condition  of  the  optic  discs  is  that  of  distinct  white  atrophy, 
their  colour  being  that  of  white  paper — all  the  vessels,  both 
veins  and  arteries,  being  extremely  contracted  in  calibre.  The 
surfaces  of  the  discs  appear,  if  not  exactly  raised,  at  least  on  a 
level  with  the  most  prominent  surfaces  of  the  neighbouring  retinae. 
The  edges  of  the  discs  are  rather  obscure,  and  not  even  but  slightly 
irregular,  and  all  the  larger  vessels  are  surrounded  by  the  well- 
known  white  boundaries  which  are  figured  in  ophthalmoscopic 
atlases  as  signs  of  inflammation  in  the  perivascular  lymph  spaces 
of  the  retinal  circulation,  and  which  are  so  frequently  found  in 
cases  of  post  neuritic  atrophy. 

The  patient's  general  health  is  at  present  good,  and  there  is  no 
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affection  discoverable  of  either  heart  or  kidneys.     She  does  not  now 
suffer  from  headache. 

Before  commenting  upon  the  above  facts  I  wish  to  express  my 
obligations  to  my  friend  and  house  surgeon,  Dr.  Keane,  for  the 
valuable  assistance  he  has  given  me  in  the  careful  notes  he  has 
taken  of  the  case. 

The  first  point  I  shall  touch  upon  is  the  condition  of  the  optic 
discs.  To  my  mind  they  present  distinct  evidences  of  having 
suffered  from  a  severe  attack  of  papillitis,  and  are  not  at  all  the 
kind  of  discs  that  we  see  after  the  occurrence  of  descending  optic 
neuritis,  more  properly  so  called.  The  filling  iu  of  the  surfaces, 
the  irregularity  of  the  margins,  and  the  perivascular  thickenings, 
all  prove  the  case  to  have  been  one  of  double  optic  neuritis — the 
choked  disc  of  the  earlier  writers — upon  the  retinal  appearances  in 
brain  diseases. 

Unfortunately  of  all  the  effects  of  cerebral  disease  double  optic 
neuritis  has  the  least  localising  significance,  and  beyond  indicating 
generally  that  there  is  some  tolerably  large  cerebral  lesion  present, 
does  not  throw  any  light  upon  the  case  whatsoever.  Indeed,  the 
light  that  is  required  at  present  is  a  light  upon  the  causation  of 
optic  neuritis  in  these  cases,  a  question  which  has  been  debated  by 
ophthalmic  surgeons  for  some  twenty  years  past,  without  as  yet 
receiving  any  universally  accepted  explanation.  The  original 
theory  of  Von  Graefe — that  the  neuritis  is  caused  by  obstruction  to 
the  return  of  blood  from  the  retina,  owing  to  the  increase  of  intra- 
cranial pressure — has  been  long  abandoned,  since  we  have  known 
that  the  anastomoses  between  the  orbital  and  facial  veins  are  so  free 
that  it  is  sometimes  hard  to  say  whether  the  blood  returning  from 
the  retina  runs  more  freely  into  the  cavernous  sinus  or  into  the 
facial  vein. 

The  next  theory  that  has  been  advanced  is  still  on  its  trial.  It 
is  based  upon  the  observation  that  has  been  so  frequently  made  in 
post  mortem  examinations  upon  these  cases,  that  the  sheath  of  the 
optic  nerve  may  be  distended  with  fluid,  and  upon  the  physiological 
experiment  of  injecting  fluids  from  the  subdural  space  in  the 
Cranium  into  the  optic  nerve  sheath,  and  through  it  into  the  lymph 
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spaces  in  the  nerve  at  the  lamina  cribrosa.  It  is  obvious  that  this 
dropsy  of  the  nerve  sheath  may  cause  neuritis  in  either  of  two 
ways,  either  by  direct  pressure  of  the  fluid  upon  the  nerve  and  its 
vessels,  or  by  the  direct  influence  of  the  fluid  itself  brought  into 
contact  with  the  nerve  tissue  in  the  lymph  spaces  in  the  neighbour- 
hood of  the  lamina  cribrosa. 

The  probability  of  this  latter  view,  which  attributes  directly 
irritating  qualities  to  the  fluid  present  in  these  cases,  is,  I  think, 
somewhat  higher  than  that  of  the  former,  for  no  definite  relation 
seems  to  exist  between  the  amount  of  distension  of  the  sheath  and 
the  intensity  of  the  neuritis  it  excites,  and  cases  have  been  observed 
both  of  dropsy  of  the  sheath  without  neuritis,  and  of  neuritis 
without  apparent  dropsy.  This  is  the  view  which  is  most  generally 
accepted  in  Germany,  but  in  this  country  a  rival  theory  presents 
itself  for  public  approval,  which  was  first  put  forward  by  Hughlings 
Jackson,  and  afterwards  improved  upon  by  Benedikt.  According 
to  these  authorities  a  brain  tumour  (and  as  brain  tumours  are 
among  the  most  common  causes  of  optic  neuritis  it  is  the  effect  of 
brain  tumours  we  wish  most  of  all  elucidated)  may  cause  inflamma- 
tion in  the  optic  disc  by  its  acting  as  a  source  of  irritation  to  the 
vasomotor  nerves  connected  with  the  inflamed  part. 

This  theory  seems  somewhat  far-fetched,  and  certainly  necessi- 
tates, as  a  preliminary  to  its  acceptance,  the  demonstration  that 
such  a  vasomotor  arrangement  exists  as  would  render  it  possible 
for  a  central  irritation  to  produce  a  definite  inflammatory  alteration 
in  the  tissues  of  the  optic  disc. 

It  must  not  be  forgotten,  however,  that  many  cases  of  inflamma- 
tion of  the  disc  are  true  examples  of  descending  neuritis  which, 
propagated  along  the  nerve  from  the  brain,  as  a  slight,  apparently 
insignificant  tissue  change,  becomes  an  intensely  acute  inflammation, 
when  the  escape  of  the  blood  and  inflammatory  products  from  the 
affected  area  is  prevented  by  a  structure  like  the  unyielding  sclerotic 
ring  which  surround  the  nerve  at  it3  entrance  into  the  eyeball. 

The  next  point  of  interest  in  the  case  is  the  curious  association 
of  paralysis  of  the  first  nerve  with  that  of  the  fifth,  without  any 
implication  of  either  fourth  or  third   nerves.     This  is  one  of  the 
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points  to  which  I  would  especially  like  to  draw  the  attention  of 
the  members  present,  as  upon  it  hangs  the  possibility  of  localising 
the  cerebral  affection,  and  as  I  myself  am  quite  unable  to  arrive  at 
any  satisfactory  conclusion  upon  the  question.  It  is  to  me  highly 
improbable  that  the  disease,  which  I  am  inclined  to  consider  a  new 
srrowth,  could  be  situated  in  or  near  the  nuclei  of  the  affected  nerves, 
for  the  new  growth  is  most  likely  large,  as  it  has  existed  now  for 
nearly  a  year  and  a  half,  and  has  caused  such  severe  constitutional 
and  cerebral  symptoms,  and  if  it  were  of  any  size  it  must  have 
affected  the  nuclei  of  other  nerves  in  close  proximity.  It  is  also 
to  me  inconceivable  how  a  growth  at  the  base  of  the  brain,  which 
implicated  the  right  fifth  nerve  and  both  olfactory  bulbs,  could 
avoid  affecting  the  third  and  fourth  nerves  of  the  same  side,  and 
indeed  I  might  add  the  sixth  nerve  of  that  side  too ;  so  that  although 
I  consider  the  case  to  be  one  of  cerebral  tumour,  I  am  utterly 
unable  to  assign  any  definite  position  to  the  new  growth. 

There  is  no  question  connected  with  ophthalmic  surgery  that  is 
of  more  general  interest  than  the  much-debated  one  as  to  the 
existence  and  nature  of  neuro-paralytic  keratitis.  Oculists  have 
for  long  been  familiar  with  the  fact  that  after  paralysis  of  the  fifth 
nerve  on  one  side  the  cornea  on  that  side  is  liable  to  undergo  a 
destructive  inflammation,  and  little  doubt  was  felt  as  to  the  neuro- 
paralytic nature  of  the  inflammation  until  Snellen's  experiments 
upon  rabbits  some  years  ago.  He  succeeded  in  producing  com- 
plete insensibility  of  the  cornea  by  dividing  the  fifth  nerve,  and, 
by  careful  protection  of  the  eyeball  from  external  irritants,  after- 
wards managed  to  keep  the  cornea  free  from  inflammation.  He 
therefore  concluded  that  the  so-called  neuro-paralytic  keratitis 
is  not  a  trophoneurosis  at  all,  but  an  inflammation  caused  by 
exposure — the  anaesthetic  cornea  being  easily  injured,  and  without 
the  patient's  notice. 

Now,  my  case  harmonises  very  well  with  this  theory  ;  for  although 
the  paralysis  has  been  in  existence  for  some  eight  months,  the 
frequenl  winking  thai  occurs  simultaneously  with  that  of  the  other 
eye,  and  the  tendency  the  woman  has  to  keep  her  lids  half  closed, 
must  have  protected  this  eye  to  an  extent  unusual  in  these  cases, 
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and  also  she  has  been  principally  in  the  house,  and  in  bed,  and  not 
exposed  to  much  danger  of  corneal  abrasions. 

However,  the  existence  of  a  true  trophoneurosis  can  hardly  be 
denied  in  the  rabbit's  cornea  at  all  events,  since  Meissner  and  Schiff 
have  succeeded,  by  partially  dividing  the  trunk  of  the  ophthalmic 
division  of  the  fifth  nerve,  in  producing  a  keratitis  clinically 
indistinguishable  from  the  neuro-paralytic  variety,  although  the 
corneal  sensibility  remained  perfectly  intact.  They  conclude  from 
these  experiments  that  the  trophic  fibres  of  the  cornea  run  on 
the  internal  side  of  the  ophthalmic  division  of  the  fifth  nerve  as  it 
leaves  the  Gasserian  ganglion,  and  account  for  cases  where  corneal 
sensibility  is  absent,  as  in  mine,  without  the  supervention  of 
inflammation,  by  the  supposition  that  the  lesion  has  spared  these 
trophic  fibres. 

Another  point  of  exceeding  interest  in  this  case  is  the  existence 
of  a  higher  tension  in  the  eyeball  with  the  paralysed  fifth  nerve 
than  in  that  on  the  other  side.  It  is  well  to  get  hold  of  one  concrete 
fact  bearing  upon  so  debatable  a  subject  as  the  influence  of  the 
fifth  nerve  upon  intraocular  tension.  Hirchberg  observed  the  exact 
reverse  of  what  is  to  be  found  in  my  case,  but  Erb  discounts  his 
case  in  consequence  of  the  presence  of  paralysis  of  the  external 
ocular  muscles  complicating  the  effects  produced  by  paralysis  of 
the  fifth  nerve  alone.  In-  my  case  the  other  ocular  nerves  are  quite 
sound,  and  the  fact  of  the  tension  of  the  right  eye  being  higher 
than  that  of  the  left  has  been  observed  by  all  the  experts  who  have 
examined  the  case.  Both  Dr.  Arthur  Benson  and  Dr.  Keane 
noticed  it  before  their  attention  was  called  to  the  other  differences 
between  the  two  sides  of  the  face,  and  at  the  time  I  made  the 
observation  myself  I  was  not  acquainted  with  the  published  state- 
ments upon  the  question,  so  that  my  judgment  was  also  unbiassed 
in  the  matter. 

In  concluding  the  rather  disjointed  remarks  I  have  made  upon 
this  interesting  case,  I  would  suggest  the  following  points  for 
discussion  : — 

1.  Is  the  affection  caused  by  a  new  growth  within  the  cranium, 
and,  if  so,  what  locality  should  be  assigned  to  the  tumour  ? 
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2.  "What  is  the  most  probable  theory  to  account  for  the  occurrence 
of  optic  neuritis  in  cases  of  cerebral  tumour  ? 

3.  Is  the  cornea  the  seat  of  a  true  neuro-paralytic  inflammation, 
or  can  the  keratitis  that  occurs  in  these  paralysis  cases  be  accounted 
for  simply  by  exposure  ? 

[Since  writing  this  paper  I  have  carefully  tested  the  condition  of 
the  salivary  secretion  in  this  patient  by  means  of  a  rcid  clipped  in 
vinegar,  and  I  am  able  to  state  that  the  secretion  of  saliva  from 
the  parotid  gland  of  the  right  side  is,  if  not  completely  absent,  at 
least  so  diminished,  as  compared  with  that  of  the  left  side,  as  to  be 
by  this  test  utterly  undemonstrable.  While  the  application  of  the 
vinegar  to  any  portion  of  the  mucous  membrane  on  the  left  side  of 
the  mouth  is  followed  by  a  gush  of  saliva  from  the  duct  of  the  left 
parotid  gland,  no  saliva  can  be  drawn  from  the  right  parotid  duct 
by  a  similar  application,  nor  by  applying  the  vinegar  to  any  portion 
whatsoever  of  the  buccal  mucous  membrane.  I  could  not  observe 
any  difference  in  the  behaviour  of  the  two  submaxillary  glands, 
but  the  difference  between  the  two  parotids  was  as  marked  as  it  is 
possible  for  a  thing  of  the  kind  to  be.] 
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[Read  in  the  Medical  Section,  May  16,  1884.] 

It  is  sometimes  advantageous  in  the  progress  of  medical  science  to 
review  the  opinions  held  as  to  the  nature  of  some  obscure  patho- 
logical process,  and  to  analyse  the  evidence  upon  which  conflicting 
views  are  based,  so  as  to  convert  an  hypothesis  into  a  true  theory 
of  disease.  This  latter  is,  in  medicine,  a  task  beset  with  difficulties, 
as  notwithstanding  the  desire  which  each  observer  may  have  to 
attain  the  truth,  still  in  many  cases  the  influence  of  bias  interferes 
in  the  collection,  or  appreciation  of  the  value,  of  facts  opposed  to 
an  immaturely-formed  opinion  ;  hence  the  diametrically  opposite 
views  held  as  to  the  cause  of  the  phenomena  of  disease.  Error  often 
arises  from  the  fallacy,  as  Coleridge  points  out,  of  "'  accumulating 
the  one  sort  of  facts  and  never  collecting  the  other;  thus  we  do,  as 
poets  in  their  diction,  and  quacks  of  all  denominations  do  in  their 
reasonings,  put  a  part  for  a  whole."  It  is  an  obstacle  to  the 
advancement  of  our  science  that  in  support  of  any  hypothesis  as  to 
the  nature  of  an  obscure  disease,  a  rich  mine  of  records  of  a  per- 
plexing and  conflicting  nature  is  within  one's  reach  to  sustain  any 
particular  view  that  may  be  entertained,  so  that  there  exists  the 
opportunity  of  selecting  evidence  which,  thoroughy  sifted,  is  often 
valueless.  We  have  had  within  the  past  few  years  the  example  of 
an  illustrious  physician  levelling  the  monumental  work  of  a  life- 
time, by  deduction  from  evidence  obtained  from  the  indiscriminate 
records  of  cases  published  in  the  various  medical  journals,  and 
valued  as  if  they  represented  the  acumen,  the  accuracy  of  detail, 
and  the  power  of  thought  possessed  in  the  highest  degree  by  the 
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commentator  himself.  Do  we  not  in  many  medical  researches 
realise  how  apt  is  the  old  saying,  "  There  is  nothing  true  that  is  not 
possibly  false,  and  there  is  nothing  too  absurd  to  be  true." 

The  subject  of  the  reflex  origin  of  paralysis  may,  I  think,  be 
discussed  most  satisfactorily  by  examining  the  evidence  in  support 
of  this  theory,  that  against  it,  and,  lastly,  by  studying  the  nature  of 
certain  pathological  processes  which  may  serve  to  explain  the 
occurrence  of  paralysis  following  peripheral  lesions  of  several 
kinds. 

Since  the  time  that  Marshall  Hall  established  the  reflex  function 
of  the  cord,  attempts  were  not  wanting  to  connect  various  peripheral 
lesions  with  paralysis  by  reflex  agency.  A  peripheral  irritation 
could  cause  a  localised  spasm  or  general  convulsions — why  could  it 
not  also  cause  paralysis "?  Marshall  Hall  himself  gave  the  initiative 
in  this  direction,  for  he  records  in  his  work  on  the  Nervous  System 
the  case  of  a  child  with  paralysis  of  the  arm  following  the  irrita- 
tion of  teething.  Then  follows  quite  a  flood  of  cases  connecting 
disease  of  almost  every  part  of  the  body  with  a  reflex  disturbance 
of  the  motor  function  of  the  spinal  cord,  so  that  we  have  some 
justification  of  the  statement  of  Brown-Sequard,a  that  "  the 
number  of  cases  of  reflex  paralysis  published  in  the  medical  journals 
and  in  many  works  is  so  considerable  that  it  would  be  easy  to  give 
cases  of  paralysis  or  anaesthesia  of  the  various  parts  of  the  body, 
showing  that  the  exciting  cause  may  start  from  any  sensitive  nerve, 
and  especially  from  its  termination  in  a  mucous  membrane  or  in  the 
skin."  However,  if  we  follow  in  order  the  conditions  which  would 
seem  to  justify  this  statement  we  find  that  they  may  be  classified 
under  two  heads — first,  the  evidence  obtained  from  recorded  cases 
of  disease ;  second,  that  deduced  from  experimental  research. 

The  class  of  cases  of  disease  supposed  to  be  specially  influential 
in  giving  rise  to  reflex  paralysis,  taking  them  apart  for  the  moment 
from  the  study  of  reflex  paraplegia,  are — 

(«.)  Amaurosis  following  affections  of  the  fifth  nerve. 

(b.)  Paralysis  of  the  orbital  nerves,  especially  the  third,  following 
severe  neuralgia  of  the  fifth. 

"  Brown-Sdijuard.     Paralysis  of  the  Lower  Extremities.     P.  10. 
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(c.)  Paralysis  of  the  third  nerve,  following  injury  of  the  supra- 
or  infra-orbital  nerves. 

(d.)  Amaurosis  following  irritation  in  the  dental  nerves.a 

(e.)  Paralysis  following  wounds,  as  in  the  cases  recorded  by 
Weir  Mitchell  and  Bidon.b 

I  do  not  think  it  necessary  to  take  into  consideration  here  the  cases 
of  paralysis  following  acute  diseases  recorded  by  Leroy  d'Etiolles,0 
as  I  think  an  impartial  observer  will  regard  these  cases  as  due  either 
to  muscular  exhaustion  or  inflammation  of  the  large  nerve  sheaths ; 
nor  is  it  of  importance  to  dwell  upon  the  extremely  rare  instances 
mentioned  of  paralysis  of  the  auditory  nerve  from  neuralgia,  or  on 
the  dumbness  which  is  stated  to  follow  anaesthesia  of  the  acoustic 
nerve. 

Taking  the  tabulated  cases  in  order,  we  flnd  that  the  following 
observations  have  been  made  : — 

(a.)  Notta  records  several  cases  where  congestion  of  the  eye 
and  photophobia  followed  severe  neuralgia  of  the  fifth  nerve,  and 
two  cases  where  amaurosis  followed  or  accompanied  trifacial 
neuralgia. 

(b.)  Marichal  de  Calvi  reports  four  cases  where  paralysis  of  the 
third  nerve,  principally  implicating  the  branch  supplying  the 
levator  palpebral,  followed  severe  prosopalgia. 

(c.)  A  number  of  writers  report  cases  of  ptosis  following  injury 
of  the  supra-orbital  nerve. 

(d.)  Mr.  Hutchinson,  in  the  fourth  and  fifth  volumes  of  the 
"  Ophthalmic  Hospital  Reports,"  gives  details  of  cases  of  apparent 
reflex  disturbance  of  the  nutrition  of  the  eyeball,  or  of  the  centre 
of  vision,  following  persistent  irritation  of  a  distant  branch  of  the 
fifth  nerve  such  as  that  caused  by  toothache. 

(e.)  The  cases  of  paralysis  following  wounds  recorded  by  Keen, 
Weir  Mitchell,  Morehouse,d  Schwann,  and  Bidon.e 


■  Ophthalmic  Reports.     Vol.  IV.     Hutchinson. 

b  Paralysie  par  Irritation  Peripherique.     Revue  de  Medicine.     Avril,  1884. 
c  Des  Paralyses  des  Membres  Inferieurs  ou  Paraplegia.     Paris,  1856-57. 
a  Gun-shot  Wounds  and  other  Injuries  of  Nerves.     Philadelphia,  1864. 
8  Deutsche  militar-iirztliche  Zeitschrift,  1876. 
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From  a  priori  considerations  it  would  not  be  a  matter  of  surprise 
to  find  affections  of  the  eye  and  of  the  optic  nerve  closely  related 
to  those  of  the  fifth  nerve.  The  anatomical  history  of  both  nerves 
shows  that  they  are  very  closely  associated.  M.  Serres  held  that  in 
the  mole  the  optic  nerve  was  altogether  wanting,  its  place  being  taken 
by  a  branch  of  the  fifth  nerve;  whilst  Cams  maintained  that  in  this 
animal  there  is  an  optic  nerve  as  large  as  a  human  hair,  which  joins 
with  an  optic  branch  of  the  fifth  nerve,  and  that  both  form  the  retina. 
In  the  proteus  anguinus  the  fifth  nerve  takes  the  place  of  the  optic, 
and  the  animal  owes,  it  is  said,  whatever  vision  it  possesses  to  this 
nerve.  Nor  must  we  lose  sight  of  the  various  functions  of  the  fifth 
nerve  in  relation  to  the  eye,  as  is  shown  by  the  disorder  of  secretion 
and  neuro-paralytic  phenomena  which  sometimes  arise  when  the 
nerve  is  the  seat  of  the  disease.  Moreover,  we  must  not  overlook  the 
direct  communications  existing  between  the  optic  nerve,  the  third, 
fourth,  and  sixth  nerves,  and  the  fifth  nerve.  Thus  Rosenthal 
points  out  that  the  ophthalmic  division  of  the  fifth  gives  off 
branches  which  join  the  third,  fourth,  and  sixth  nerves  as  they 
enter  the  orbit ;  whilst  Hirzel  describes  branches  as  ascending  from 
the  spheno-palatine  ganglion  to  join  the  optic  nerve.  I  desire 
especially  to  dwell  on  this  point,  as  it  may  serve  to  explain  the 
conduction  of  irritation  directly  from  the  fifth  nerve  to  the  orbital 
nerves,  or  from  the  dental  nerves  to  the  optic  nerve,  if  the  cases 
recorded  by  so  distinguished  an  observer  as  Mr.  Hutchinson  be  not 
coincidences  of  two  distinct  diseases.  But,  apart  from  all  a  priori 
considerations,  an  examination  of  the  cases  of  neuralgia  associated 
with  amaurosis  leaves  us  in  complete  doubt  as  to  the  existence  or 
non-existence  of  an  independent  lesion  of  the  optic  nerves.  The 
cases  recorded  are  for  the  most  part  of  a  very  grave  character,  and 
there  is  no  reason  for  assuming  that  the  optic  nerves  were  not 
themselves  directly  implicated.  We  see  hundreds  of  cases  of 
facial  neuralgia.  In  how  many  do  we  find  amaurosis  associated 
with  it? 

Again,  in  explanation  of  the  cases  recorded  by  Marichal  de  Calvi 
(if  paralysis  of  the  third  nerve  following  or  accompanying  pro- 
sopalgia, it  is,  1   think,  sufficient  to  refer  to  the  observations  of 
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Weckera  as  to  the  etiology  of  paralysis  of  the  third  nerve.  It  is, 
according  to  this  distinguished  ophthalmologist,  most  frequently 
associated  with  the  rheumatic  diathesis,  and  often  arises  from  passing 
suddenly  from  a  very  warm  into  a  very  cold  atmosphere.  If  a  patient 
can  get  facial  neuralgia  from  the  influence  of  cold,  and  that  his 
third  nerve  may  be  paralysed  from  the  same  cause,  there  is  no 
reason  why  in  a  certain  proportion  of  cases  both  nerves  may  not  be 
simultaneously  affected  by  the  same  disturbing  element,  so  that 
what  may  appear  to  be  associated  as  cause  and  effect  are  in  reality 
coincident  and  independent.  Paralytic  lesions  of  the  third  nerve 
and  amaurosis  following  injuries  of  the  frontal  nerve  or  its  branches 
are  commonly  instanced  as  examples  of  reflex  paralysis.  Walther 
denies  that  there  is  a  single  fact  proving  that  amaurosis  is  due  to  an 
injury  of  the  frontal  nerve,  whilst  M idler  and  Sichel  state  that  the 
amaurosis  is  due  to  commotion  of  the  eye  and  optic  nerve  following  a 
blow  on  the  forehead.  Some  interesting  observations  that  apply  in 
some  respects  to  paralysis  of  the  third  nerve  from  injury  have  been 
made  by  Holder.  In  124  cases  of  injuries  to  the  skull  there  were  79 
fractures  of  the  roof  of  the  orbit ;  in  86  fractures  of  the  base  of  the 
skull,  there  were  53  fractures  of  the  canalus  opticus,  and  in  42  out 
of  those  53  cases  there  was  haemorrhage  into  the  optic  sheath. 
These  examples  are  sufficient  to  show  that  a  severe  injury  affecting 
the  branches  of  the  frontal  nerve  may  be  attended  with  such  lesions 
as  readily  account  for  the  implication  of  other  nerves  within  the 
orbit.  I  may  further  add,  in  dealing  with  this  question  of  paralytic 
lesions  following  irritation  or  injury  of  the  fifth  nerve,  that  some 
years  ago  a  series  of  experimental  observations  were  made  on 
rabbits  by  Dr.  C.  Fitzgerald  and  by  the  late  Dr.  Harvey,  and  in 
no  single  instance  was  either  of  these  observers  able  to  produce  a 
paralysis  of  any  of  the  orbital  muscles  or  amaurosis  from  irritation 
or  injury  of  any  branch  of  the  fifth  nerve. 

With  regard  to  the  occurrence  of  paralysis  following  wounds,  I 
may  adopt  the  distinction  made  in  those  cases  by  Bidon — viz.,  the 
cases  in  which  the  paralytic  phenomena  occur  immediately  after 

a  Traits  Pratique  des  Maladies  des  Yeux.  Tome  II.  Wecker.  Deuxieme 
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the  infliction  of  a  wound,  and  those  in  which  the  paralysis  super- 
venes at  a  late  period  after  the  injury.  In  the  latter,  there  can  be 
very  little  doubt  of  the  paralysis  being  produced  by  an  ascending 
neuritis.  In  the  former,  however,  the  explanation  of  the  mode  of 
production  of  the  paralysis  is  by  no  means  clear.  Brown-Sequard's 
theory  of  a  reflex  action  cannot  explain  the  occurrence  of  paralysis 
of  the  right  arm  following  a  wound  of  the  right  leg;  nor  are  the 
hypotheses  of  Weir  Mitchell  or  Jaccoud  of  a  more  satisfactory 
nature.a  I  am  more  disposed  to  accept  Vulpian'sb  view  of  the 
nature  of  these  cases  in  attributing  the  paralysis,  not  to  the  wound 
inflicted,  but  to  a  shock  or  injury  experienced  at  the  same  time, 
which  was  carried,  it  may  be,  to  the  spinal  cord,  or  perhaps  along 
the  course  of  the  nerves  of  the  paralysed  region. 

But  it  is  chiefly  in  the  study  of  certain  forms  of  paraplegia 
that  we  find  the  evidence  most  relied  on  for  the  proof  of  the 
existence  of  reflex  paralysis.  I  need  not  dwell  here  on  the  cases 
of  reflex  paraplegia  recorded  by  Graves  and  Rayer,  nor  on  the 
observations  of  Stokes  on  this  form  of  paralysis.  We  may,  I 
think,  date  its  special  introduction  into  the  nosology  of  nervous 
disease  from  Mr.  Stanley's  reports  of  cases  of  paraplegia  resulting 
from  disease  of  the  bladder  and  kidneys,  which  appear  in  the 
"  Medico-Chirurgical  Transactions  "  for  1833,  and  in  which  it  is 
stated  that  in  all  instances  the  cord  was  perfectly  normal  with  the 
exception  of  moderate  hyperemia.  It  is  not,  perhaps,  going  too  far 
to  say  that  the  absence  of  any  microscopic  examination  of  the 
spinal  cord  in  these  recorded  cases  renders  them  utterly  valueless 
in  the  determination  of  the  question  as  to  whether  or  not  paraplegia 
can  be  produced  without  the  existence  of  a  central  lesion. 

The  view,  however,  that  paraplegia  could  be  produced  from 
reflex  disturbance  obtained  an  influential  support  from  Henoch, 
and  at  first  from  Romberg,  though  in  the  last  edition  of  his 
celebrated  handbook  the  latter  unhesitatingly  admitted  the  erro- 
neousness  of  the  theory.  Moreover,  an  experiment  of  Comhaire, 
made  in    1840,  seemed  to  afford  a  physiological  proof  of  how  this 

•  See  Bidon  ;  loc.  cit. 
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form  of  paralysis  could  be  produced.  Corahaire  found  after 
removal  of  the  kidney  in  a  dog  a  distinct  weakness  of  the  leg  on 
the  side  operated  on.  With  reference  to  this  experimental  obser- 
vation I  may  here  mention  that  Lewisson  repeated  it  in  twelve 
instances  without  producing  any  signs  of  paralysis,  so  that  probably 
in  Comhaire's  case  the  weakness  in  the  limbs  may  be  fairly  attri- 
buted to  an  extensive  division  of  the  lumbar  muscles. 

It  would  be  out  of  place  here  to  deal  at  any  length  with  Brown- 
Sequard's  well-known  views  as  to  the  occurrence  of  reflex  paraplegia, 
the  affections  with  which  it  is  associated,  its  characteristic  features, 
and  the  mode  by  which  it  is  brought  about.  They  are  too  well 
known  to  need  recital.  It  seems  to  me  strikingly  singular  that  if 
reflex  paraplegia  is  of  such  frequent  occurrence  as  the  observations 
of  this  distinguished  physiologist  seem  to  imply,  cases  corresponding 
to  it  in  details  should  be  so  seldom  met  with  in  hospital  practice. 
I  have  had  the  advantage  of  being  connected  with  a  large  hospital 
for  some  fourteen  years,  but  I  have  not  met  with  a  single  instance 
of  paraplegia  that  I  could  say  was  reflex  in  its  nature,  or  that 
presented  the  train  of  symptoms  said  to  distinguish  this  special 
form  of  paralysis.  There  are  two  points  in  reference  to  Brown- 
Sdquard's  views  I  may  dwell  upon  : — First,  that  the  paralysis  is 
brought  about  by  the  peripheral  irritation,  usually  a  urinary  one, 
producing  a  reflex  contraction  of  the  vessels  of  the  spinal  cord ; 
there  is  a  starved  supply  of  blood  to  the  nerve  centre,  hence 
paralytic  weakness.  Brown-S^quard  saw  a  prolonged  contraction 
of  the  blood-vessels  of  the  spinal  cord  of  a  rabbit  follow  the  appli- 
cation of  a  tightened  ligature  to  the  hilum  of  the  kidney,  and, 
further,  it  was  noticed  that  the  contraction  of  the  vessels  was 
greater  corresponding  to  the  side  operated  on.  The  second  point 
to  which  I  direct  attention  is  that,  according  to  Brown-Sequard, 
this  form  of  paralysis  is  met  with  where  there  was  most  irritation 
and  least  inflammatory  disturbance. 

This  opinion  as  to  the  reflex  origin  of  paraplegia  received  decided 
opposition  from  Sir  William  Gull,  Hasse,  and  Valentiner.  I  am 
not  aware  of  any  noteworthy  authority  who  accepts  it  except 
Hammond,  whose  views  with  regard  to  anaemia  of  the  anterior  and 
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posterior  columns  of  the  spinal  cord  may,  I  think,  be  regarded 
as  completely  wanting  in  proof.  Sir  William  Gull  repeated  the 
experiments  of  Brown-S^quard  in  ligaturing  the  hilum  of  the 
kidney,  but  failed  to  see  any  contraction  of  the  vessels  of  the  cord 
following  the  operation,  whilst  he  alludes  to  the  difficulty  which 
exists  in  distinguishing  the  small  vessels  of  the  cord  on  laying  open 
the  spinal  canal  independently  of  any  source  of  irritation,  the 
columns  of  the  cord  appearing  white  and  glistening,  not  more 
vascular  than  tendons,  and  no  vessels  being  observable  except  small 
veins.  This  observer  reported  a  number  of  cases  of  paraplegia 
occurring  in  the  course  of  genito-urinary  disease,  where  there  was 
inflammation  in  the  urinary  passage  of  a  suppurative  character,  and 
in  which,  on  post-mortem  examination,  distinct  evidences  of  myelitis 
were  found,  sometimes  due  to  extension  of  inflammation  along  the 
nerves  to  the  cord,  in  other  instances  from  extension  of  phlebitis 
from  the  veins  of  the  bladder  to  those  of  the  cord. 

This  view  is  supported  by  the  record  of  a  case,  full  of  interest, 
which  appears  in  the  17th  Vol.  of  the  "  Medico-Chirurgical  Review." 
The  writer,  Dr.  Hamilton,  mentions  that  a  shipwright,  aged  forty- 
seven,  was  admitted  into  hospital  under  his  care,  suffering  from 
cystitis,  accompanied  by  retention  of  urine.  There  was  sub- 
sequently extension  of  inflammation  to  the  pelves  of  the  kidneys, 
the  man  became  completely  paraplegic,  and  finally  died,  after  some 
weeks,  in  a  condition  of  coma.  The  post-mortem  examination  revealed 
a  gangrenous  condition  of  the  bladder,  purulent  infiltration  of  the 
kidneys,  thrombosis  of  the  arteries  of  the  spinal  cord,  with  apoplectic 
extravasations  into  its  substance,  and  areas  of  softening  in  the  grey 
matter.  The  myelitis  extended  through  a  considerable  portion  of 
the  cord.  In  this  case  an  extension  of  phlebitis  along  the  lumbar 
and  sacral  veins  led  to  the  disease  in  the  cord,  with  its  attendant 
results. 

The  cases  recorded  by  Gull  and  Hamilton  were  so  far  interesting, 
as  they  bore  out  a  conjecture  of  Troja,  made  in  1780 — viz.,  that 
complete  paralysis  of  the  lower  limbs  might  arise  in  renal  disease 
from  extension  of  inflammation  from  the  kidney  to  the  spinal  cord. 

So   far,  then,  we    have    two  distinct  views   enunciated — that  of 
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Brown-S^quard,  that  urinary  paraplegia  is  unassociated  with  any 
disease  of  the  spinal  cord,  but  due  merely  to  a  spasm  of  its  blood- 
vessels, causing  anasmia  ;  whilst  the  direct  opponents  of  this  view — 
Hasse,  Valentiner,  and  Gull — maintain  that  urinary  paraplegia 
represent  a  form  of  myelitis. 

Now,  quite  apart  from  the  discrepancy  of  opinion  which  exists  as 
to  the  state  of  the  blood-vessels  of  the  cord  following  ligation  of 
the  hilum  of  the  kidney,  two  main  objections  may  be  raised  to  the 
reflex  theory  of  Brown-Sequard: — Firstly,  we  must,  if  we  accept  this 
view  of  the  cause  of  urinary  paraplegia,  admit  the  existence  of  a 
prolonged  spasm  of  the  blood-vessels  of  the  spinal  cord,  which  is 
contrary  to  what  we  know  obtains  generally  with  regard  to  spas- 
modic phenomena.  Spasm  lasts  but  for  a  short  period,  when  it  gives 
way  to  relaxation,  so  that  the  condition  of  the  spinal  cord  would 
ultimately  be  one  of  congestion  instead  of  anasmia.  The  theory  of 
spasm  implies  fatigue  and  exhaustion,  whether  applied  to  involuntary 
or  voluntary  muscle.  The  muscles  of  the  outstretched  arm  of  an 
athlete  when  grasping  a  weight  will  after  a  time  commence  to 
quiver,  and  finally  drop  to  his  side.  There  is  no  reason  to  think 
that  a  similar  exhaustion  should  not  seize  on  the  muscular  fibres  of 
the  arterioles  of  the  cord.  Secondly,  we  may  fairly  ask,  why  is  it,  if 
this  spasm  be  brought  about  by  peripheral  irritation  in  the  way  men- 
tioned, that  we  do  not  meet  it  in  all  cases  where  there  is  peripheral 
irritation  ;  in  cases,  for  instance,  of  contracting  kidney,  in  vesical  or 
renal  calculus,  in  tumours  of  the  bladder,  &c.  ?  We  might  go  further, 
and  ask,  if  paraplegia  be  brought  about  in  this  way  from  disease  of 
the  genito-urinary  tract,  why  have  not  cases  of  paralysis  been 
frequently  met  with  in  affections  of  the  stomach,  of  the  liver,  of 
the  lungs,  or  other  organs,  which  have  as  close  a  relation  to  the 
vasomotor  system  in  relation  to  the  spinal  cord  as  the  bladder  or 
urethra  ?  I  think,  no  matter  how  high  may  be  our  respect  for  the 
author  of  this  hypothesis,  the  objections  raised  against  it  are  fatal 
to  it. 

It  is  right,  however,  to  allude  to  some  points  which  apparently 
afford  support  to  the  reflex  theory  of  paralysis. 

In  1869,  Lewisson,  whilst  showing  that  Comhaire  was  wrong 
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in  his  statement  as  to  the  occurrence  of  paraplegia  following  extir- 
pation of  the  kidney,  found  that,  having  exposed  the  uterus, 
kidneys,  and  intestines  of  a  rabbit,  if  he  pressed  any  of  these 
organs  more  or  less  strongly  between  the  fingers,  a  complete 
paralysis  of  the  lower  extremities  with  loss  of  reflex  excitability 
was  produced,  and  that  it  continued  as  long  as  the  pressure  was 
maintained,  and  even  for  a  short  time  afterwards.  The  constriction 
of  a  loop  of  intestine  was  followed  by  the  same  result.  In  the  cases 
of  paraplegia  induced  in  this  way  no  lesion  was  found  in  the  spinal 
cords  of  the  animals  operated  on,  death  usually  resulting  from  peri- 
tonitis. Furthermore,  the  discovery  of  the  action  of  the  pneumo- 
gastric,  splanchnic,  and  superior  laryngeal  nerves  in  inhibiting  the 
action  of  other  nerves,  gave  some  plausible  grounds  for  regarding 
the  processes  of  reflex  paralysis  and  reflex  inhibition  as  similar. 

Before,  however,  taking  into  consideration  this  function  of 
inhibition,  let  us  ascertain  the  conditions  which  are  known  to 
interfere  with  the  function  of  the  motor  cells  in  the  spinal  cord. 
These  conditions  seem  to  me  to  be  as  follows : — 

Destruction  or  functional  incapacity  of  the  central  motor  appa- 
ratus. 

Structural  disease  of  the  cord  implicating  its  motor  area. 

Functional  incapacity  of  its  motor  cells,  owing  to  the  action  of 
certain  poisons. 

Functional  incapacity  of  its  motor  cells,  owing  to  an  exhaustion 
which  interferes  for  a  time  with  their  excitability  and  conductivity. 

It  is  only  necessary  to  advert  briefly  to  the  two  last  mentioned 
conditions.  It  is  uncertain  as  to  the  precise  way  in  which  certain 
poisons,  especially  the  vegetable  alkaloids  and  kindred  substances, 
such  as  woorara,  ergotine,  nicotine,  hydrocyanic  acid,  and  camphor, 
act  in  producing  paralysis.  It  is  probable  that  they  excite  great 
alterations  in  the  blood,  and  produce  in  this  way  a  sudden  trophic 
disturbance  in  areas  of  the  motor  apparatus,  and  in  some  cases  of 
the  muscles  themselves. 

Paralysis  from  exhaustion  of  the  nerve  cells  is  a  condition  involved 
in  much  obscurity,  and  it  is  one  which  has  only  theoretical  grounds 
for  its  existence.     It  is,  probably,  the  form  of  paralysis  met  with 
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after  inordinate  muscular  exertion,  or  other  conditions  which  over- 
tax the  activity  of  the  motor  cells  in  the  cord — as,  for  instance,  a 
severe  convulsive  seizure.  There  is,  of  course,  some  difficulty  in  dis- 
tinguishing the  loss  of  power  which  results  from  exhaustion  of  the 
motor  cells  from  that  due  to  fatigue  in  the  muscles.  But  there  is  no 
reason  to  assume  that  the  cells  in  the  spinal  cord  would  not  have 
their  function  interfered  with  by  over-work,  just  as  muscles  may 
become  temporarily  inactive  from  fatigue,  or  as  the  ganglia  of  the 
heart  become  exhausted  from  over-stimulation.  Admitting  the 
four  conditions  mentioned  as  serving  ordinarily  to  account  for 
the  occurrence  of  paralysis,  it  remains  to  be  discussed  as  to 
what  influence  inhibition  may  also  play  in  producing  it.  A 
great  deal  of  doubt  and  obscurity  is  involved  in  the  study  of 
the  phenomena  of  inhibition.  Thus  it  is  argued  that  those  actions 
which  we  attribute  ordinarily  to  the  influence  of  the  will  are 
instances  of  inhibition.  The  power  of  restraint  which  distin- 
guishes the  man  from  the  child,  which  arrests  the  outward  mani- 
festations of  grief,  which  keeps  the  Indian  unmoved  at  the  stake, 
and  which  forms  an  important  and  necessary  attribute  of  the  man 
of  the  world,  is,  we  are  told,  an  expression  of  inhibition.  It  is 
possible  to  maintain  an  unmoved  countenance  whilst  listening  to 
a  good  joke,  and  within  a  certain  limit  the  ordinary  movements  of 
laughter  can  be  prevented,  but  with  many  persons  this  power 
of  restraint  is  overcome,  and  the  effort  to  be  passive  ends  in  an 
explosion  of  mirth.  In  other  words,  inhibition  is  too  weak,  and 
we  become  the  subject  of  reflex  movements  which  are  beyond  our 
control.  But  if  we  pass  from,  this  speculative  consideration  of 
the  influence  of  inhibition  in  relation  to  phenomena  which  we 
usually  attribute  to  the  action  of  the  will,  we  find  that  there  is 
some  evidence,  however  unsatisfactory,  that  muscular  movements 
are  interfered  with  by  agencies  which  are  in  operation  within  the 
nerve  centres  themselves.  Thus  Setchenow  demonstrates  that  in 
cei'tain  animals  stimulation  of  the  optic  lobes  leads  to  a  consider- 
able delay  between  the  application  of  a  stimulus  and  the  com- 
mencement of  the  resulting  reflex  action.  Further  and  more 
interesting  in  relation  to  the  present  inquiry  are  some  experiments 
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of  Herzen,  Goltz,  and  Nothnagel,  which  apparently  indicate  the 
existence  of  an  inhibitory  mechanism  in  the  spinal  cord  itself, 
which  is  influenced  by  powerful  impression  made  on  the  peripheral 
sensory  nerves.  Herzep,  having  removed  the  encephalon  of  a 
froo-  irritated  the  lower  part  of  the  spinal  cord  by  a  caustic 
application.  During  the  time  that  the  irritation  was  applied,  the 
reflex  acts  were  diminished  to  a  remarkable  extent  in  the  upper 
extremities.  He  further  found  that  in  a  frog  the  brain  and  cord 
of  which  had  been  destroyed  to  a  level  with  the  brachial  plexus, 
if  the  sciatic  nerve  on  one  side  were  irritated,  say  by  the  passage 
of  an  electric  current  through  it,  so  long  as  the  current  was 
passing  the  reflex  movements  were  lost  in  the  opposite  leg.  This 
corresponds  closely  with  an  experiment  made  by  Nothnagel  on  a 
brainless  frog,  and  which  was  attended  by  a  similar  result.  Goltz, 
too,  shows  that  the  reflex  croaking  ceases  to  take  place  on  striking 
the  side  of  a  brainless  frog,  if,  at  the  same  time,  its  skin  be 
powerfully  stimulated  at  any  point. 

These  experiments  are  interesting  as  they  are  in  accord;  and 
they,  no  doubt,  seem  to  point  to  the  existence  of  some  inhibitory 
mechanism  in  the  spinal  cord  which,  under  certain  conditions, 
interferes  with  its  reflex  activity.  It  may  indeed  be  questioned  as 
to  how  far  the  influence  of  shock,  or  diversion  of  nervous  energy 
into  other  channels,  may  act  independently  of  any  inhibitory 
mechanism  in  this  arrest  of  function,  just  as  we  find  that  a  sharp 
blow  given  to  a  magnet  may  destroy  for  a  time  its  special  pro- 
perties. There  are  a  number  of  instances  familiar  to  us  all  which 
occur  to  me  that  may  be  adduced  in  favour  of  this  view.  A  sudden 
fright  or  intense  concentration  of  thought  will  often  arrest  a 
hiccough  ;  expectancy  will  prevent  sneezing  after  snuff-taking  in 
those  unused  to  this  luxury.  It  is  said  that  the  Indian  ordeal  of 
making  those  accused  of  theft  chew  rice,  and  then  spit  it  out, 
results,  in  the  case  of  the  innocent,  in  its  being  reduced  to  a  line 
pulp,  but  in  the  guilty  there  is  an  arrested  secretion  of  saliva, 
ami  it  is  spat  out  as  a  dry  powder.  The  effect  of  terror  in 
paralysing  motion  and  sense  is  well  known  to  us  all.  When 
iEneas    beholds    the    shade    of  Crousa,    he    is  seized  with  panic, 
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he  is   motionless,  and   the   fountain   of  speech  is  for  the  moment 
dried  up — 

"  Obstupui,  steteruntque  comas,  et  vox  faucibus  hsesit." 
A   kick  on   the  shin   received   during   a   football   match   is  often 
unheeded,   though   if   administered   at  another  time  and  place  it 
gives  rise  to  the  most  intense  pain,  and  to  an  energy  that  is  dis- 
posed to  show  itself  in  a  certain  definite  way. 

Mental  preoccupation  often  dulls  the  senses  to  things  that  are 
passing  on  around  us  : — "  How  often,"  Locke  tells  us,  "  may  a  man 
observe  in  himself  that  whilst  his  mind  is  intently  employed  in  the 
contemplation  of  some  objects,  and  curiously  surveying  some  ideas 
that  are  there,  it  takes  no  notice  of  impressions  of  sounding  bodies 
made  upon  the  organ  of  hearing  with  the  same  alteration  that  uses 
to  be  for  the  producing  the  idea  of  sound." 

All  these  appear  to  me  to  be  instances  where  nervous  energy 
has  passed  into  definite  channels,  so  as  to  exhaust  the  activity  of 
other  areas  or  channels  for  limited  periods  of  time.  This  would, 
no  doubt,  be  a  very  simple  way  of  accounting  for  the  phenomenon 
of  inhibition,  though  I  am  quite  aware  it  does  not  afford  a  complete 
solution  of  the  problem.  It  is,  however,  the  explanation  I  would 
offer  of  the  results  of  the  experiments  of  Levvisson,  regarding 
which  I  would  say  that  it  is  difficult  to  recognise  the  identity  in 
action  of  an  inflamed  or  irritable  bladder  producing  paraplegia 
and  the  extremely  grave  lesions  by  which  this  observer  effected  the 
same  result. 

Returning,  however,  to  the  part  which  inhibition  may  be  said  to 
play  in  producing  reflex  paralysis,  we  have  first  to  follow  the 
effect  of  the  afferent  stimulus  conveyed  to  the  spinal  cord.  This 
stimulus  passes  to  the  motor  cells,  it  produces  spasm  in  a  definite 
area  corresponding  to  the  segment  of  the  cord  that  receives  the 
irritation,  and  if  this  be  a  grave  irritation,  or  if  there  be  an  exalta- 
tion in  the  excitability  of  the  cord  as  in  tetanus,  there  is  an  irra- 
diation of  the  stimulus  to  neighbouring  motor  cells,  and  more  or 
less  general  muscular  movements  are  produced. 

Now,  theoretically,  the  only  influence,  excluding  that  of  the  will, 
which  can  interfere  with  the  effect  of  this  stimulus  on  the  motor  cells 
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in  the  cord,  assuming  that  it  is  unaltered  in  structure,  is  that  of 
inhibition.  In  other  words,  the  peripheral  irritation,  to  prevent 
the  activity  of  the  motor  cells,  must  do  so  by  the  agency  of  the 
inhibitory  mechanism  abiding  in  the  spinal  cord  itself;  so  that  if 
reflex  paralysis  have  any  meaning  at  all,  it  is  a  paralysis  by  inhibi- 
tion, or  we  may  term  it  shortly,  if  we  believe  in  its  existence, 
inhibitory  paralysis.  In  a  few  words  more  I  propose  showing  that 
as  yet  there  is  no  necessity  for  the  admission  of  this  physiological 
basis  of  a  lesion  of  function  in  the  cord. 

The  cases  recorded  by  Sir  William  Gull  and  by  Dr.  Hamilton 
show  that  myelitis,  followed  by  paraplegia,  may  be  set  up  in 
disease  of  the  urinary  organs  from  the  propagation  of  inflamma- 
tion per  continuo  from  the  primary  seat  of  disturbance  to  the 
spinal  cord  ;  in  some  cases  the  inflammatory  action  extending 
along  the  nerves  to  the  cord,  in  other  instances  along  the  veins. 
This  view  is  fully  substantiated  by  the  important  observations  of 
Leyden,  who  shows  that  an  ascending  neuritis  may,  by  involving 
the  spinal  cord,  give  rise  to  paraplegia.  This  result  is  associated 
with  the  following  conditions,  so  far  as  we  yet  know : — 

(a.)  Diseases  of  the  urinary  organs. 

(b.)  Dysentery. 

(c.)  Certain  affections  of  the  uterus. 
Whether  or  not  it  is  necessary  for  the  development  of  myelitis  in 
those  cases  that  there  should  be  a  continuous  extension  of  inflam- 
mation along  the  nerve  trunks  to  the  cord  is  a  question  still  sub 
judice.  The  experiments  of  Tiesler,  Feinberg,  and  Hayem  are 
important  as  bearing  upon  this  point.  All  these  observers  found 
that  as  a  result  of  the  application  of  different  irritants  to  the 
sciatic  nerves  of  various  animals  paraplegia  was  induced.  A 
primary  purulent  focus  was  found  at  the  site  of  irritation  of  the 
nerve,  and  another  purulent  focus  at  its  origin  from  the  spinal 
cord,  which  in  this  situation  was  softened  and  infiltrated  with 
granular  bodies.  The  portion  of  the  nerve  intervening  between 
the  foci  of  purulent  infiltration  was,  however,  perfectly  healthy. 

Reniak  and  subsequently  Kussmaul,  in  18G3,  show  that  para- 
plegia urinaria  may  also  be  produced  by  a  chronic  inflammation  of 
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the  pelvic  cellular  tissue  setting  up  a  lumbosacral  neuritis  extend- 
ing to  the  sciatic  nerves,  and  leading,  as  in  the  case  recorded  by 
Kussmaul,  to  fatty  degeneration  of  the  sheath  and  tubes  of  the 
nerve  trunks. 

I  think  I  may  claim  from  the  foregoing  analysis  of  facts  to  have 
established  the  following  conclusions  : — 

1.  That  those  cases  of  paralysis  of  the  orbital  nerves  and  of 
amaurosis  following  affections  of  the  fifth  nerve,  which  have 
been  adduced  as  instances  of  reflex  paralysis,  arise  either  from  an 
extension  of  neuritis  from  nerve  to  nerve,  or  are  instances  of  co- 
incident affections  of  different  nerves. 

2.  That  we  cannot  admit  the  occurrence  of  paraplegia  in  urinary 
disease  as  a  result  of  spasm  of  the  blood-vessels  of  the  spinal 
cord. 

3.  That  if  reflex  paralysis  have  any  existence,  it  is  a  paralysis 
by  inhibition. 

4.  That  there  is  no  necessity  for  the  admission  of  such  a  pheno- 
menon as  reflex  paraplegia,  as  the  cases  recorded  as  such  belong 
either  to  forms  of  neuritis  or  myelitis.  The  fact  that  manv  such 
cases  recover  rapidly  is  no  argument  against  this  view.  There  is 
no  reason  why  a  process  of  rapid  repair  cannot  take  place  in 
nervous  as  in  other  tissues. 

5.  That  the  three  conditions  of  peripheral  irritation  which  give 
rise  to  paraplegia  of  the  lower  extremities  are  diseases  of  urinary 
organs,  dysentery,  and  certain  affections  of  the  womb. 

6.  That  these  conditions  give  rise  to  paraplegia  in  three  different 
wrays — (a)  by  an  ascending  neuritis  which  sets  up  a  myelitis  ; 
(b)  by  extension  of  inflammation  to  the  cord  along  the  veins  from 
the  primary  source  of  disease  ;  (c)  by  the  occurrence  of  a  descending 
neuritis  starting  in  the  sacral  plexus,  and  extending  downwards 
along  the  sciatic  nerves. 
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[Read  in  the  Medical  Section,  May  16,  1884.] 

In  the  following  paper  I  desire  to  bring  under  the  notice  of  the 
Academy  two  cases  of  intestinal  obstruction,  which,  though  differing 
as  to  the  pathological  condition  to  which  the  obstruction  was  due, 
and  differing  as  to  the  ultimate  result,  still  present  several  features 
in  common,  and  occurring  as  they  did  within  a  short  time  of  each 
other  in  the  wards  of  the  Adelaide  Hospital,  I  thought  it  would 
be  more  interesting  to  lay  them  both  before  the  Medical  Section  at 
the  same  time  : — 

Case  I. — The  first  case  was  that  of  a  Polish  Jew,  aged  forty- 
seven,  by  occupation  a  glazier,  who  was  admitted  to  the  Adelaide 
Hospital  under  the  care  of  my  colleague,  Dr.  James  Little,  on  the 
28th  February  last.  He  was  a  thin,  sallow  man,  of  intemperate 
habits,  and  with  an  anxious  expression  of  face.  The  following 
history  was,  with  some  difficulty,  elicited.  He  had  been  eighteen 
years  in  this  country,  but  had  never  been  strong.  He  usually 
complained  of  a  cough  and  weak  chest,  and  when  admitted  was 
suffering  from  chronic  bronchitis.  He  dates  the  beginning  of  his 
symptoms  from  six  weeks  ago.  Up  to  this  period  the  bowels  were 
habitually  constipated  ;  he  usually  had  an  evacuation  every  third 
day.  The  first  thing  he  complained  of  was  a  "  lump "  in  his 
abdomen,  which  moved  about  as  he  changed  his  position,  usually 
being  uppermost.  About  the  same  time  he  began  to  experience 
pain  in  the  epigastrium,  which  was  increased  after  taking  food. 
lie  had  frequent  vomiting,  and  very  bitter  eructations  which  "  set 
his  teeth  on  edge."  He  was  also  much  troubled  with  cramps  both 
in  the  abdomen  and  legs.     The  bowels  now  never  moved  without 
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strong  medicine,  but  blood  was  never  noticed  in  the  stools.  During 
these  six  weeks  he  took  quantities  of  pills  and  purgative  draughts, 
and  he  stated  that  he  had  had  a  good  motion  four  days,  and  a 
watery  discharge  one  day,  before  admission ;  but  the  stools  seem 
to  have  been  small  in  calibre. 

His  appetite  had  become  very  bad,  and  he  had  endeavoured  to 
improve  it  by  drinking  large  quantities  of  whisky  and  porter. 

On  admission  he  complained  of  headache,  which,  however,  was 
not  constant.  The  heart  sounds  were  normal,  the  pulse  regular 
and  hard.  The  lungs  presented  abundant  rales  all  over  them,  and 
there  was  much  cough.  The  tongue  Avas  covered  with  a  dark  brown 
fur.  He  suffered  greatly  from  pain  all  over  the  abdomen  ;  it  was 
not  constant,  but  came  on  in  paroxysms  every  few  minutes.  These 
paroxysms  came  on  immediately  after  drinking  anything.  They 
were  accompanied  by  intense  spasm  of  all  the  abdominal  muscles, 
which  stood  out  strongly  in  relief  and  relaxed  only  partially  as 
the  pain  subsided.  Waves  of  visible  peristalsis  were  observed  to 
travel  towards  the  left  groin,  and  were  accompanied  by  loud  gurgling. 
The  pain,  which  caused  him  to  cry  out,  subsided  with  the  gurgling. 
The  whole  abdomen  was  resonant  on  percussion,  but  owing  to  the 
rigidity  of  the  abdominal  muscles  no  tumour  could  be  felt  anywhere, 
nor  was  there  other  evidence  as  to  the  seat  of  obstruction.  There 
was  no  tenderness  on  pressure  except  slightly  over  the  right  rectus, 
and  a  little  more  marked  over  the  right  loin.  The  area  of  hepatic 
dulness  was  diminished ;  the  superficial  veins  in  the  right  hypo- 
chondrium  were  enlarged.  He  always  lay  on  his  back.  There 
was  no  vomiting,  and  no  hiccough. 

The  evening  after  he  was  admitted  a  pint  and  a-half  of  "  oil 
emulsion  "  was  injected  into  the  bowel  through  a  long  tube,  which 
was  passed  up  without  meeting  with  any  obstruction  for  a  distance 
of  18  inches.  The  fluid  was  retained  for  10  minutes,  and  when 
returned  it  brought  away  with  it  some  pale  soft  faeces,  but  no  flatus 
passed. 

The  next  day  a  large  enema  of  soap  and  water  was  administered, 
but  was  ineffectual  in  bringing  anything  away.  A  castor  oil  and 
turpentine  enema,  given  on  March  1st,  proved  equally  abortive. 

The  following  day  Dr.  Little,  who  considered  the  case  to  be  one 
of  intussusception,  asked  me  to  see  him  with  a  view  to  operation, 
and  on  the  morning  of  the  3rd  March  a  consultation  of  the  whole 
staff  was  accordingly  held.  It  was  then  decided  that,  prior  to 
resorting  to  operation  by  abdominal  section,  an  attempt  should  be 
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made  to  introduce  the  hand  into  the  rectum,  and  if  possible  to 
discover  by  that  means  the  nature  and  the  seat  of  the  obstruction. 
The  patient  was  therefore  at  once  placed  under  chloroform,  and 
I  made  every  attempt  to  introduce  the  hand  but  ineffectually, 
owing  to  the  smallness  of  the  osseous  outlet.  At  1  p.m.  I 
performed  abdominal  section.  Owing  to  the  bronchitis  ether 
could  not  be  given,  as  every  attempt  brought  on  coughing.  We 
had  therefore  to  fall  back  upon  chloroform — the  administration  of 
which,  however,  gave  us  much  anxiety.  When  it  was  attempted 
to  get  the  patient  fully  under  its  influence  so  as  to  relax  the 
muscles,  the  pulse  became  alarmingly  weak,  and  three  times  during 
the  operation  hypodermic  injections  of  ether  had  to  be  administered. 
The  result  was  that  I  had  to  operate  in  presence  of  an  extremely 
rigid  condition  of  the  abdominal  wall.  The  incision  was  made  in 
the  middle  line  from  below  the  umbilicus  to  two  inches  above  the 
pubes,  and  this  had  subsequently  to  be  enlarged  by  extending  it 
upwards  round  the  umbilicus.  When  the  peritoneum  was  opened 
a  coil  of  small  intestine  protruded,  deeply  congested  and  distended 
with  gas,  but  without  any  signs  of  peritonitis  being  present.  Being 
quite  in  the  dark  as  to  the  exact  seat  of  obstruction,  I  resorted  to 
the  plan  suggested  by  Dr.  Frank  Rand  a  of  determining  the  upper 
and  lower  end  of  the  piece  of  protruding  intestine.  As  the  long 
axis  of  this  lay  in  the  vertical  line  of  the  body  I  drew  it  gently 
forwards,  and  passing  my  hand  backwards  on  the  left  side  of  the 
mesentery  found  that  it  was  conducted  to  the  right  side  of  the 
spine.  The  intestine  was  accordingly  inverted,  and  thus  I  was  at 
once  able  to  judge  of  the  proper  direction  in  which  to  follow  the 
gut.  Passing  successive  coils  through  my  hands  I  soon  came  upon 
a  hard  lump  in  the  right  iliac  fossa.  This  proved  to  be  an  intus- 
susception, five  inches  in  length,  at  the  ileo-crecal  valve.  It  was 
very  hard,  and  I  found  great  difficulty  in  undoing  the  invagination. 
Simple  traction  had  no  effect,  and  I  only  succeeded  by  gently 
kneading  the  lower  end  of  the  intussuscepted  gut,  employing  a 
kind  of  circular  pi-essure  with  the  right  hand,  while  with  the  left 
I  made  traction  upon  the  small  intestine  at  the  upper  end.  At  last 
the  uncoiling  process  was  started  and  the  rest  of  the  volvulus 
readily  yielded.  The  vermiform  appendix  was  the  last  to  appear. 
During  this  procedure  any  intestine  which  protruded  was  carefully 
protected  by  towels  wrung  out  in  hot  carbolic  lotion. 

■  Laucet,  Dec.  22,  1883. 
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All  were  now  carefully  returned,  the  caecum  being  replaced 
in  its  normal  position,  and  the  wound  was  closed.  The  greatest 
difficulty  was  experienced  in  bringing  together  the  edges  of  the 
abdominal  wound  owing  to  the  extreme  rigidity  of  all  the  parts  ; 
indeed,  this  was  the  most  tedious  part  of  the  operation.  This  was 
finally  accomplished  by  means  of  deep  silk  sutures  involving  the 
integuments  and  peritoneum,  the  ends  being  secured  after  the 
fashion  of  button  sutures.  The  superficial  wound  was  drawn 
together  with  interrupted  catgut  sutures,  and  the  whole  was  en- 
veloped in  carbolised  gauze  dressings,  and  the  patient  was  then 
put  to  bed.  During  the  rest  of  the  day  he  suffered  from  the 
effects  of  the  chloroform,  and  as  he  was  very  weak  small  quantities 
of  beef -tea  and  brandy  were  administered  at  intervals,  and  he  was 
given  ice  to  suck.  He  did  not  however  rally  much,  though  he 
suffered  but  little  subsequently.  He  was  very  quiet,  there  was  no 
abdominal  tenderness  or  distension,  and  he  had  no  sickness  after 
the  first  few  hours,  but  the  shock  seemed  to  have  been  too  great 
for  a  man  broken  down  in  constitution,  and  after  two  days  and 
a-half  he  quietly  died.  During  this  period  there  was  no  fascal 
motion,  but  he  passed  large  quantities  of  wind,  which  he  had  not 
done  during  his  stay  in  hospital  previously  to  operation.  An 
autopsy  could  not  be  obtained. 

The  result,  though  unfortunate,  could  scarcely  be  said  to  be 
unexpected.  The  previous  habits  of  the  man  and  his  exhausted 
condition  afforded  little  hope  of  a  successful  issue  ;  still,  if  the 
operation  had  not  been  performed,  it  was  evident  that  he  must  sink 
rapidly,  and  there  was  little  doubt  that  he  should  be  given  the 
chance  which  surgical  interference  might  afford.  The  condition 
found  when  the  abdomen  was  opened  showed  sufficiently  that  no 
means  short  of  direct  exposure  of  the  parts  could  have  undone  the 
volvulus. 

The  case  presents  several  features  of  interest,  and  first  on 
the  list  stands  the  question  of  diagnosis.  There  was  undoubted 
obstruction  of  the  bowels,  though  there  was  an  indistinct  history  of 
the  bowels  having  been  well  moved  previously  to  admission.  This 
obstruction  was  accompanied  by  paroxysms  of  pain  recurring  at 
short  intervals,  with  rigidity  of  the  abdominal  muscles,  visible 
peristalsis,  colicky  pain  of  an  intense  kind,  said  by  the  patient  to 
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be  like  a  knife  cutting  him  in  two,  and  with  gurgling  noises  in  the 
abdomen.  No  wind  was  passed,  and  only  a  little  fasces  on  one 
occasion  came  away  with  the  enema.  There  was  no  hiccough  and 
no  vomiting.  But  the  chief  points  on  which  a  diagnosis  of  intus- 
susception is  generally  based  were  absent — i.e.,  the  passage  of  blood- 
stained mucus,  and  the  presence  of  a  sausage-shaped  tumour  in 
the  abdomen  ;  this  latter  could  not  be  felt  owing  to  the  rigid 
condition  of  the  abdomen.  Thus  the  diagnosis  could  not  but  be 
one  of  great  difficulty  ;  and  it  is  due  to  Dr.  James  Little  to  state 
that  when  he  first  wrote  to  me,  asking  me  to  see  the  case,  he 
expressed  a  decided  opinion  that  it  was  one  of  intussusception. 

The  next  question  suggested  by  this  case  is  the  propriety 
of  adopting  operative  procedures.  Before  the  publication  of 
Mr.  Jonathan  Hutchinson's  paper  in  the  "  Medico-Chirurgical 
Transactions"  for  1874,  in  which  he  recorded  the  first  successful 
case  of  operation  of  this  kind  in  England,  many  serious  objections 
were  urged  against  making  such  an  attempt,  and  chief  amongst 
these  were  the  statements  that  the  intestine  became  so  damaged 
by  inflammation  and  strangulation,  and  so  fixed  by  the  mutual 
adhesion  of  its  different  layers,  that  it  could  not  be  safely  drawn 
out.  Now,  in  "Guy's  Hospital  Reports"  for  1869  (Vol.  XIV., 
p.  272),  Dr.  Hilton  Fagge  described  the  course  of  an  intussusception 
as  divided  into  two  stages.  The  first  stage  was  that  in  which 
one  part  of  the  intestine  (generally  the  caacum)  slipped  into  the 
part  below  it,  as  into  a  loose  sheath.  At  this  period  the  intestine 
was  but  slightly  if  at  all  constricted,  and  this  condition  was  charac- 
terised by  the  presence  of  a  tumour,  and  by  attacks  of  severe  pain 
recurring  at  intervals,  between  which  the  patient  might  appear 
quite  well.  The  second  stage  was  the  stage  of  strangulation. 
When  this  supervened  it  was  indicated  by  constitutional  disturb- 
ance, tenesmus,  the  passage  of  blood-stained  mucus,  and  by  the 
greater  constancy  of  the  pain. 

In  reading  over  the  published  cases  of  intussusception  we  cannot 
but  be  struck  by  the  great  variability  of  the  symptoms  and  of  the 
length  of  time  during  which  they  were  observed.  In  many  cases 
the  so-called  first  stage  was  absent,  and  all  the  severe  symptoms 
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of  strangulation  presented  themselves  immediately  after  the  occur- 
rence of  the  intussusception.  On  the  other  hand  the  symptoms 
may  come  on  so  gradually  as  to  give  rise  to  no  suspicion  as  to  the 
real  state  of  affairs,  until  the  volvulus  has  reached  so  far  that  the 
ileo-caacal  valve  appears  at  the  anus. 

In  the  "  St.  Bartholomew's  Reports"  for  1876  (Vol.  XII.,  p.  98), 
Mr.  Howard  Marsh,  in  relating  a  case  of  intussusception  in  an 
infant  in  which  symptoms  had  existed  for  a  month  before  the 
child  was  brought  to  hospital,  observes,  that  "  the  case  may  serve 
the  useful  purpose  of  recalling  the  fact  that  intussusception,  even 
though  it  involves  a  considerable  length  of  intestine,  does  not 
necessarily  produce  any  symptom  beyond  those  that  commonly 
attend  slight  catarrhal  enteritis."  In  the  "  London  Pathological 
Society's  Transactions  "  (Vol.  VII.,  p.  193),  Mr.  Hutchinson  pub- 
lished a  case,  in  which  the  patient  lived  four  months  from  the 
commencement  of  the  symptoms  ;  and  at  the  post  mortem,  six  inches 
of  the  ileum,  the  entire  caecum,  and  first  part  of  the  ascending  colon 
Avere  found  invaginated  within  the  latter.  The  coats  of  the  bowel 
were  much  thickened,  but  there  were  no  adhesions.  Between  these 
two  extremes  every  degree  of  severity  in  the  symptoms  and  of 
their  duration  may  be  found.  These  varying  conditions  cannot, 
then,  be  regarded  as  stages  of  the  same  form  of  disease.  They 
must  be  regarded,  as  Mr.  Hutchinson*  first  pointed  out,  as  varieties 
of  intussusception,  "  which  may  be  roughly  grouped,  much  as  we 
do  those  of  hernia,  by  reference  to  the  tightness  of  the  constriction. 
We  have  cases  of  intussusception,"  he  says,  "  accompanied  by 
strung illation,  and  we  have  others  which  are  irreducible  only.  The 
former  tend  rapidly  either  to  the  death  of  the  patient,  or  to 
his  relief  by  gangrene  of  the  constricted  part ;  their  duration  is 
rarely  more  than  a  few  days.  Those,  however,  in  which  there  is 
only  an  irreducible  invagination,  without  either  a  stoppage  of  the 
contents  of  the  tube  or  interruption  in  its  blood  supply,  may  run 
a  prolonged  course,  and  they  have  a  greatly  diminished  chance  of 
spontaneous  cure  by  gangrene.  It  is  in  these  latter  that  operative 
interference  is  most  necessary,  and  has  its  fairest  chance  of  success." 
•  Op.  cit.     P.  40. 
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In  this  form,  which  we  may  call  the  "  chronic  form,"  it  is  of 
the  greatest  practical  importance  to  observe  that  in  nearly  all  the 
published  cases  the  serous  coats  of  the  invaginated  gut  have  not 
been  found  adherent,  whether  in  cases  in  which  the  abdomen  has 
been  opened  with  a  view  to  cure,  or  in  cases  examined  in  the  post 
mortem  room.  This  shows,  no  doubt,  only  that  the  reduction  of 
the  invaginated  gut  is  feasible,  and  that  this  may  sometimes  be 
accomplished  by  other  and  less  formidable  measures,  such  as 
inflation. 

In  a  great  number  of  cases,  however,  and  I  believe  they  will 
prove  to  be  the  majority,  it  has  been  found  that  when  manual 
reduction  has  been  tried,  either  at  the  time  of  the  operation  or  at 
the  post-mortem  examination,  it  has  been  extremely  difficult  to 
accomplish,  and  has  required  more  force  than  would  a  priori  have 
been  expected.  Such  cases  are  evidently  beyond  the  reach  of 
treatment  by  injection  or  by  inflation — measures  which  are  not 
altogether  free  from  danger.  Several  cases  are  on  record  in  which 
inflation  has  torn  the  gut ;  and  one,  at  least,  is  published  in  the 
"  Medico-Chirurgical  Transactions,"  in  which  the  injected  fluid 
was  extravasated  into  the  abdominal  cavity.  Moreover,  as  Mr. 
Hutchinson  has  pointed  out,  the  chances  of  successful  treatment, 
whether  by  the  use  of  bougies  or  by  the  injection  of  air  or  water, 
are  exceedingly  small,  excepting  in  quite  recent  cases,  and  if  the 
surgeon  does  not  succeed  by  them  promptly,  it  is  not  likely  that  he 
will  succeed  at  all. 

In  the  case  I  have  reported  I  do  not  think  there  could  have 
been  two  opinions,  when  the  invagination  was  examined,  that  any 
attempt  at  inflation  would  have  been  as  futile  as  were  the  injections 
employed. 

In  cases  of  acute  invagination,  where  urgent  symptoms  exist 
from  the  beginning,  the  question  of  operative  interference  rests  on 
a  different  basis.  It  now  depends  altogether  on  the  length  of  time 
the  symptoms  have  existed  and  the  degree  of  strangulation.  If 
there  is  reason  to  believe  that  the  intestine  is  in  a  condition  of 
•gangrene,  or  bordering  on  it,  operation  of  course  should  be  declined, 
and  we  must  trust  then  to  the  chance  of  expulsion  of  the  gan- 
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grenous  portion.  But  if  there  is  reason  to  believe  that  the  inva- 
ginated  portion  retains  sufficient  vitality  to  enable  it  to  recover 
once  the  strangulation  is  removed,  I  believe  it  would  be  much 
wiser  practice  to  have  recourse  to  early  abdominal  section  than  to 
allow  the  invaginated  gut  to  go  on  to  gangrene,  in  the  hope  of  its 
being  subsequently  expelled — that  is,  of  course,  if  the  milder 
measure  of  inflation  or  of  injection  have  failed  to  bring  about  its 
reduction.  Dr.  Hilton  Fagge,  in  "  Guy's  Hospital  Reports"  for 
1869,  thus  writes: — "Now  as  we  have  already  seen  in  ileo-csecal 
intussusception  '  expulsion  '  comparatively  seldom  occurs,  and  when 
it  does  occur  it  frequently  only  postpones  the  fatal  termination, 
instead  of  entirely  preventing  it.  The  patient  dies  some  months 
afterwards  from  contraction  of  the  cicatrix  which  had  formed  at 
the  seat  of  the  disease.  This  appears  to  me  to  afford  a  weighty 
additional  argument  in  favour  of  the  attempt  to  explore  and  pull 
out  an  ileo-csecal  intussusception,  when  the  case  is  directly  diagnosed 
at  an  early  stage,  and  when  inflation  has  failed  to  overcome  the 
disease." 

Case  II. — The  second  case  of  intestinal  obstruction  which  I 
wish  to  record  was  due  to  a  twist  of  the  sigmoid  flexure  of  the 
colon.  The  patient,  a  man  aged  thirty-six,  by  occupation  a  builder, 
was  admitted  to  the  Adelaide  Hospital  on  the  2nd  April  last,  under 
the  care  of  Dr.  James  Little.  Previously  to  the  present  illness  he 
had  always  been  strong  and  healthy.  The  bowels  were  usually 
regular,  moving  without  medicine.  On  the  29th  of  March  he  was 
as  well  as  usual,  and  was  at  his  work  all  day.  Next  morning  the 
bowels  moved  normally.  After  dinner  that  day  (March  30th), 
while  sitting  before  the  fire,  he  began  to  feel  pain  in  the  lower 
part  of  the  abdomen,  which,  however,  was  not  very  severe.  He 
went  to  bed,  but  the  pain  increased  and  was  accompanied  by 
rumbling  in  the  abdomen.  He  could  not  refer  this  rumbling,  or 
the  pain — which  was  of  a  colicky  character,  "doubling  him  up" — to 
any  particular  part  of  the  abdomen,  but  this  latter  was  "  hard  and 
lumpy."  The  pain  kept  him  awake  that  night,  and  the  next  day, 
March  31st,  he  was  seen  by  Dr.  Bennett,  of  Sandymount,  who 
gave  him  some  pills,  and  applied  poultices  over  the  abdomen. 
The  pills  had  no  effect.  Dr.  Corley  subsequently  saw  him  with 
Dr.  Bennett,    and    advised   his   going  into    hospital,    in   case    an 
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operation  should  become  necessary.  On  the  31st  of  March  he 
began  to  vomit,  the  ejected  material  being  of  a  yellowish  brown 
colour.  He  remained  at  home  in  bed  till  April  2nd.  Since  the 
onset  of  the  symptoms  on  the  30th  of  March  he  passed  nothing 
from  the  bowels.  The  pain  and  vomiting  had  continued,  as  did 
also  the  "  rumbling."  There  was  visible  peristalsis.  The  abdomen 
became  distended,  at  least  he  stated  it  had  been  more  so  before 
he  came  into  hospital  than  subsequently.     He  had  passed  no  blood. 

On  admission  the  patient  was  found  to  be  very  restless,  and 
groaning.  He  complained  of  great  thirst.  The  tongue  was  dry, 
with  a  yellowish  white  fur  on  the  dorsum.  On  inspection  the 
abdomen  appeared  to  be  but  slightly  distended,  and  presented  a 
transverse  sulcus  just  above  the  umbilicus.  The  abdominal  wall 
was  very  rigid,  but  there  was  no  special  tenderness.  The  lower 
part  of  the  abdomen  and  the  flanks  were  dull  on  percussion,  but  the 
epigastric  and  umbilical  regions  were  clear.  No  distinct  tumour 
could  be  felt.  Round  the  anus  there  was  a  ring  of  congested 
piles,  which  came  on  during  the  previous  days,  but  from  which 
he  never  formerly  suffered.  Dr.  Corley  stated  that  when  he 
examined  him  on  the  31st  March,  three  days  before,  they  did  not 
exist.  He  complained  of  constant  nausea  and  vomiting.  The 
latter  was  of  a  light  brown  colour,  distinctly  faecal.  On  standing 
it  deposited  a  black  coal-dust  sediment,  which  he  explained  be- 
having taken  charcoal  previously  to  admission. 

The  evening  of  the  day  of  admission,  April  2nd,  a  long  tube 
was  passed,  but  it  could  not  be  made  to  pass  for  more  than  five  or 
six  inches.  Through  it  two  pints  of  warm  water  were  injected, 
much  returning  past  the  tube.  When  it  was  returned  it  brought 
nothing  with  it.  A  hypodermic  of  morphia  gave  him  a  good 
night's  rest.  The  following  morning,  April  3rd,  as  the  sickness 
was  incessant,  Dr.  Little  ordered  him  a  drachm  of  bicarbonate  of 
soda  in  a  tumbler  of  hot  water.  This  soon  produced  abundant 
vomiting  for  a  few  minutes,  after  which  it  ceased,  and  did  not 
recur  again  till  evening.  That  day,  at  Dr.  Little's  request,  I 
examined  him  per  rectum.  The  anus  was  then  surrounded  by 
deeply-conjxested  piles.  On  passing  the  finger  in,  I  felt,  just  above 
the  prostate,  what  seemed  like  a  large  tumour  bulging  from  the 
bladder  and  pressing  the  anterior  wall  of  the  rectum  backwards,  so 
that  to  pass  by  it  the  finger  had  to  follow  closely  the  curve  of  the 
sacrum.  The  linger,  introduced  to  its  full  extent,  reached  a  cul-de- 
sac,  past  which  a  long  tube  introduced  beside  the  finger  could  not 
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be  got  to  pass.     Examining  carefully  the  surface  of  this  tumour, 
the  mucous  membrane  of  the  gut  seemed  to  lie  in  concentric  folds 
over  it,  and  at  one  spot  I  felt  what  seemed  to  be  the  opening  of 
the  continuation  of  the  gut,  flattened,  as  it  were,  over  the  tumour. 
Into  this  opening,   however,  I  failed   to  get  either  my  finger  or 
the  end  of  the  long  tube.     That  night,  during  which  he  was  very 
restless,  he  passed  about  a  pound  of  fascal  matter,  of  a  slaty-grey 
colour,  and  containing  evident  traces  of  charcoal.    The  next  morning 
Dr.  Little  and  I  saw  him  together.      On  examining  the  rectum,  Dr. 
Little  recognised  the  condition  which  I  have  described,  and  we  came 
to  the  conclusion  that  the  tumour  was  most  probably  caused  by  a 
folding-down  of  the  sigmoid  flexure  into  the  recto-vesical  space. 
This  view  was   further   corroborated  by  the   fact  that  the  acute 
hemorrhoidal  attack  pointed  to  the  obstruction  in  the  bowel  beino- 
near  its  termination.     In  view,  however,  of  the  fact  that  he  had 
passed  a  motion  containing  charcoal,  which  had  been  taken  after 
the  first  symptoms  had  set  in,  we  considered  that  we  should  not  be 
justified  in    taking  more  active  measures   at  the  moment.     The 
bicarbonate  of  soda  was  repeated,  and  during  the  day  he  vomited 
only  three  times,  but  the  character  of  the  vomit  was  unchanged. 
The  next  morning,  April  5th,  the  abdomen  was  found  to  be  rather 
more  distended,  and  tympanitic  everywhere  except  in  the  flanks. 
It  was  rather  softer,  and  there  was  no  tenderness.     Rectal  exami- 
nation showed  that  there  was  no  change  in   the  condition  of  the 
parts.     I  tried  the  effect  of  an  enema  of  three  pints  of  warm  water, 
but  this  came  away  without  producing  any  result.     On  the  7th 
April,  as  there  was  no  improvement,   and    he  had  become  more 
restless,  he  was  brought    down  to    the  theatre  and   placed  fully 
under  the  influence  of  ether.     Having  well  oiled  my  hand  I  endea- 
voured to  introduce  it,  and,  after  some  time,  succeeded  in  getting 
it  all  in  except  the  thumb.     This  I  conld  not  succeed  in  introducing, 
as  my  hand  was  stopped  above  by  the  cul-de-sac,  past  which  I  could 
not  get  my  fingers.     I  now  sought  for  the  opening,  and,  after  many 
ineffectual  attempts,  I  succeeded  in  getting  the  point  of  the  long 
tube  into  it.     Water  was  now  pumped  up,  but  at  first  it  returned 
past  my  hand.     Whilst  manipulating  inside  the  rectum,  and  just 
as  I  was  about  to  give  up  in  despair,  I  felt  the  tumour  sensibly 
altering  in  shape   and  hardness.       By  further  manipulating   it   I 
gradually  felt    it    disappear,    and    simultaneously   I    was   able   to 
push  the  long  tube  further  up  into  the  bowel.     More  water  was 
injected,  and  retained.     Having  passed  about  twelve  or  fourteen 
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inches  of  the  tube  I  thought  it  better  to  attempt  no  more  then,  but 
leaving  the  tube  in  situ  the  patient  was  brought  back  to  his  bed. 
He  slept  well  that  night,  and  was  less  restless  the  next  day,  but 
there  was  no  motion  from  the  bowels.  The  vomiting  had  quite 
ceased.  On  the  9th  the  bowel  was  again  examined,  as  the  tube 
had  come  out,  and  it  was  then  found  that  the  lump  in  the  recto- 
vesical space  had  reappeared.  Two  or  three  fingers  were  introduced, 
and  after  a  little  manipulation  the  tumour  was  again  pushed  up, 
the  long  tube  passed,  and  an  enema  administered,  which  came 
away  soon  afterwards  slightly  coloured  but  containing  no  faeces.  In 
the  evening,  however,  he  passed  a  fluid  stool.  During  the  night  he 
became  delirious,  getting  out  of  bed  and  wandering.  This  con- 
tinued for  the  next  three  days,  but  as  the  temperature  and  pulse 
remained  normal  and  there  was  no  increase,  but  an  improvement, 
in  the  abdominal  symptoms,  it  was  hard  to  account  for.  On  the 
evening  of  the  11th  an  enema  of  two  ounces  of  turpentine,  three 
ounces  of  castor  oil,  made  into  an  emulsion  with  the  yoke  of  an 
ecor  and  a  pint  of  water,  was  administered,  and  the  anus  supported 
with  a  towel  for  fifteen  minutes  to  prevent  its  immediate  return. 
It  was  retained  for  half  an  hour,  and  when  it  acted  it  brought 
with  it  a  large  slaty  coloured  solid  motion.  The  next  evening 
he  got  another  enema,  and  the  following  day  the  bowels  acted 
naturally  twice,  the  discharge  each  time  being  copious.  On  the 
15th  several  large  solid  motions  of  a  normal  colour  were  passed, 
and  from  this  on  he  rapidly  improved.  For  precaution's  sake  he 
was  retained  in  hospital  till  the  1st  of  May,  when  he  was  allowed 
home.  The  bowels  now  acted  normally  once  a  day,  and  all  his 
symptoms  of  obstruction  had  disappeared. 

I  think  there  cannot  be  much  doubt  now,  though  there  was  room 
for  misgivings  before  the  reduction  of  the  tumour,  that  the  cause 
of  the  obstruction  in  this  case  was  a  twist  in  the  large  intestine,  at 
or  immediately  below  the  sigmoid  flexure.  It  is  in  this  situation 
that  a  twist  or  "  dislocation"  of  the  bowel  usually  occurs,  though 
the  accident  is  not  a  very  common  one.  The  history  of  this  case, 
the  peculiar  method  by  which  relief  was  obtained,  and  the  satis- 
factory result,  render  it  worthy  of  record,  especially  in  connexion 
with  the  first  case,  with  which  it  had  many  features  in  common. 


OBSERVATIONS  ON  A  CASE  OF  DELIRIUM 
TREMENS  IN  A  CHILD. 

Br  THOMAS  MORE  MADDEN,  M.D.,  F.R.C.S.Ed. ; 

Physician,  St.  Joseph's  Hospital  for  Sick  Children  ; 
Obstetric  Physician,  Mater  Misericordiae  Hospital,  Dublin. 

[Read  in  the  Medical  Section,  May  16,  1884.] 

In  the  last  volume  of  the  Transactions  of  this  Academy  I  discussed 
the  influence  of  intemperance  in  the  causation  of  some  of  the 
cerebro-nervous  disorders  so  prevalent  amongst  women.  I  now 
desire  to  call  attention  briefly  to  the  history  of  a  case  of  alcoholism 
recently  under  my  care  in  the  Children's  Hospital,  the  particulars 
of  which  are  as  follows  : — 

Case. — J.  L.,  aged  eight,  was  admitted  into  the  hospital  January 
8th,  suffering  from  delirium  tremens.  His  mother  was  an  habitual 
inebriate,  and  had  during  gestation  been  repeatedly  drunk.  As 
soon  as  it  was  possible  the  father,  who  was  a  sober,  respectable 
man,  sent  the  boy  to  some  friends  in  the  country  so  as  to  be 
reared  apart  from  her  example  and  influence.  He  was  thus 
kept  away  until  nearly  six  years  of  age,  when  shortly  after  re- 
turning home  the  proclivity  for  alcohol  manifested  itself,  as  he 
then  found  a  bottle  of  whisky  which  his  mother  had  secreted, 
and  helped  himself  to  its  contents  so  as  to  become  stupidly  drunk. 
From  this  time  until  his  admission  to  hospital,  despite  his  father's 
efforts  to  prevent  it,  he  was  continually  tippling.  Several  days 
before  we  first  saw  him  he  purloined  a  bottle  of  port  wine  from  the 
landlady  of  the  lodging-house  where  they  resided,  and  this  he 
finished  all  to  a  glass  or  so  before  he  was  discovered  in  a  drunken 
coma.  From  this  condition,  in  which  he  nearly  died,  he  was  with 
difiiculty  resuscitated,  and  being  found  delirious,  was,  after  some 
days,  sent  into  hospital.    The  case  was  then  still  one  of  well-marked 
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delirium  tremens  with  great  prostration.  On  being  addressed  he 
started  up  trembling  from  head  to  foot,  and  then  tried  to  hide 
himself  under  the  bedclothes.  At  the  same  time,  however,  he 
understood  perfectly  what  was  said,  and  manifested  an  absurd 
over-anxiety  to  propitiate  those  about  him,  and  to  comply  with 
whatever  he  was  told  to  do.  He  glanced  furtively  around  the 
ward,  had  the  usual  delusions  of  his  condition,  exhibited  an  abject 
terror  of  the  other  children,  and  clung  nervously  to  the  sister  in 
charge  to  prevent  her  leaving  him  alone  with  them  for  an  instant. 
His  eyes  were  glistening  and  staring,  pupils  widely  dilated,  skin 
clammy,  tongue  moist  and  furred,  abdomen  hard  and  tumefied, 
temperature  normal,  pulse  140,  weak  and  somewhat  irregular, 
general  aspect  cachectic  and  emaciated. 

He  was  ordered  beef-tea,  with  a  little  capsicum,  in  small  quan- 
tities at  frequent  intervals,  milk  and  soda-water,  and  a  mixture 
with  tincture  of  digitalis,  bromide  of  potassium,  aromatic  spirits 
of  ammonia,  and  spirits  of  nutmeg  in  camphor  tincture,  in  suitable 
doses.  On  the  following  day  he  seemed  slightly  better,  having 
had  some  sleep  during  the  night.  He  continued  to  improve 
daily,  until  at  the  end  of  a  week  all  delirium  and  tremor  had  dis- 
appeared, although  he  still  remained  extremely  weak,  restless,  and 
excitable. 

On  the  15th  a  crop  of  furunculi  showed  themselves  on  the  face 
and  neck,  and  thence  gradually  extended  over  the  whole  surface  of 
the  body.  Nor,  notwithstanding  the  various  remedies  resorted  to, 
was  he  free  from  these  boils  for  nearly  a  month  longer.  During 
this  time  he  remained  apparently  as  weak  in  mental  as  in  bodily 
health.  At  last,  however,  under  the  influence  of  a  generous  dietary, 
tonics,  and  more  especially  the  compound  syrup  of  the  hypophos- 
phites  of  iron,  potash,  lime,  &c,  which  is  very  largely  prescribed 
in  the  Children's  Hospital,  conjoined  with  daily  baths,  and  plenty 
of  exposure  to  sunlight  and  fresh  air  in  the  grounds  of  the  institu- 
tion, he  commenced  to  regain  flesh  and  strength,  and  it  was  observed 
that,  pari  passu,  with  the  return  of  physical  vigour  his  mental 
condition  and  spirits  also  obviously  improved,  so  that  by  the  middle 
of  April  he  was  discharged  as  convalescent  from  the  hospital.  I 
may  add  that  subsequently  he  was  brought  before  one  of  our  city 
divisional  magistrates,  Mr.  Woodlock,  by  whom  he  was  sent  to  that 
admirable  institution,  the  Kilmore  Reformatory  School,  where  he  is 
now  doing  very  well,  and  whence  there  is  every  reason  to  hope  he 
may  emerge  a  well-trained,  sober,  and  useful  member  of  society. 
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In  the  same  hospital  at  the  present  time  we  have  five  other  of 
the  limited  number  of  beds  available  for  the  vast  numbers  daily 
seeking  admission,  occupied  by  children  suffering  from  disease 
or  accident  directly  traceable  to  alcoholism.  At  this  late  period 
of  the  meeting,  and  of  the  session,  however,  I  do  not  wish 
to  trespass  over-long  on  the  time  of  the  Academy,  but  as  the 
subject  appears  to  me  one  of  much  practical  importance  I  shall 
therefore  reserve  for  another  occasion  the  particulars  of  these  and 
many  other  similar  cases,  which  in  my  long  experience  in  connexion 
with  the  Children's  Hospital  I  have  now  met  with.  For  the  same 
reason  I  shall  also  postpone  for  the  present  some  observations 
I  had  prepared  on  the  influence  of  the  unquestionable  increase  of 
alcoholism  now  observable  in  women,  as  affecting  the  manifesta- 
tion of  the  same  tendency  in  their  offspring ;  and  as  the  direct  or 
indirect  cause  of  many  of  the  diseases  of  childhood  and  youth.  I 
shall  merely  now  add  that  the  premature  development  of  the  worst 
failings  of  human  nature,  and  the  terrible  Nemesis  consequent 
thereon,  is  in  no  respect  more  manifest  than  in  the  exhibitions 
of  precocious  alcoholism  too  often  witnessed  in  our  own  streets; 
and  in  the  diseases  that  result  from  the  same  cause  which  are  now, 
to  my  own  knowledge,  daily  brought  under  clinical  observation  in 
the  Children's  Hospital.  The  former  as  urgently  call  for  legislative 
interference  and  moral  control  as  the  latter  do  for  medical  care  and 
treatment.  The  evils,  moral  and  physical,  arising  from  alcoholism 
were  never  so  prevalent  as  at  present,  at  all  ages  of  life  as  well  as 
in  all  classes  and  both  sexes,  and  are  more  than  sufficient  to  warn 
us  against  allowing  or  encouraging,  by  precept  or  example,  children 
ever  to  become  habituated  to  the  use  of  any  alcoholic  stimulant. 
The  custom,  however,  of  giving  wine  to  children  as  a  bonne-bouche 
amongst  the  better  classes,  or  that  of  giving  a  sip  or  taste  of 
stronger  liquors,  even  to  infants  in  arms,  practised  amongst  women 
of  the  poorer  orders  on  each  of  their  visits  to  the  public-house,  is  so 
common  and  so  calamitous  in  its  results,  that  it  is  full  time  that  our 
profession  should  throw  in  the  weight  of  its  influence,  as  far  as 
possible,  to  check  this  great  and  growing  source  of  incalculable  evil. 
For  my  own  part,  I  may,  in  conclusion,  here  repeat  that  I  have 
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long  been  convinced  by  experience  and  observation  tbat  no  child 
should,  under  any  circumstances,  be  permitted  to  taste  alcoholic 
stimulants,  save  when  they  may  be  absolutely  required  remedially, 
and  that  even  then  they  should  only  be  administered  in  the  form 
and  definite  doses  of  other  medicines. 


SURGICAL    SECTION. 


ON    FRACTURE    OF    THE    PATELLA. 
By  CHARLES  COPPINGER,  F.R.C  S. ; 

Surgeon  to  the  Mater  Misericordise  Hospital. 

[Read  in  the  Surgical  Section,  November  18,  1883.] 

The  treatment  of  fracture  of  the  patella  has  recently  been  under 
discussion  at  the  meetings  of  surgical  societies  in  London  and 
elsewhere  in  connexion  with  a  novel  method  of  treating  the  injury, 
and,  as  the  subject  is  one  of  much  interest  to  practical  surgeons,  I 
take  this  opportunity  of  bringing  it,  with  the  following  case  and 
remarks,  before  the  Surgical  Section  of  the  Academy : — 

M.  M.j  a  woman  aged  sixty-one,  was  admitted  to  the  Mater 
Misericord  ire  Hospital,  Feb.  19,  1882,  suffering  from  a  transverse 
fracture  of  her  left  patella,  with  considerable  effusion  into  the  knee- 
joint.  She  was  a  delicate-looking  old  woman,  and  had  complained 
for  a  long  time  of  weakness  and  of  attacks  of  giddiness  and  fainting, 
which  she  had  been  told  were  due  to  a  disease  of  her  heart.  She 
had  a  weak  and  intermittent  pulse,  and,  in  fact,  presented  all  the 
appearance  and  the  physical  signs  of  cardiac  degeneration.  She 
said  that  on  the  previous  day  she  had  got  an  attack  of  weakness, 
and  in  trying  to  prevent  herself  from  falling  backwards  into  the 
fire  had  hurt  her  knee  and  fallen  down  on  the  floor.  Her  history, 
therefore,  was  a  typical  one  of  fracture  from  muscular  violence. 

As  the  knee-joint  was  much  swollen,  the  limb  was  placed  on  a 
simple  posterior  splint  for  a  few  days,  after  which  the  Indian-rubber 
apparatus,  which  I  exhibit  here,  was  applied. 

Two  days  later,  on  examining  the  knee,  I  was  surprised  to  find 
that  it  had  been  strapped  too  tightly,  and  that  the  Indian-rubber 
bands  had  pressed  into  the  soft  parts  and  caused  considerable 
inflammation  and  redness  of  the  skin. 

The  apparatus  was  removed   at  once  and  a  straight  M'Intyre 
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splint  with  foot-piece,  substituted  for  it,  and  arranged  so  that  her 
knee  was  kept  fully  extended  and  her  ankle  and  hip-joints  some- 
what flexed.  The  attack  of  inflammation  gradually  passed  away, 
and  we  were  struck  v/ith  the  fact  that  the  fluid  effused  into  the 
joint  soon  underwent  complete  absorption,  so  that  after  a  few  days 
a  distinct  sulcus  between  the  upper  and  lower  fragments  of  the 
patella  could  be  felt  and  seen.  The  portions  of  the  bone  were 
separated  by  about  half  an  inch,  but  they  could  be  approximated 
by  a  little  pressure. 

As  the  woman  was  very  weak,  no  further  attempt  to  keep  them 
in  apposition  was  made,  the  patient  being  simply  left  in  bed  with 
the  foot  at  a  right  angle  with  the  leg,  and  the  thigh  flexed  on  the 
pelvis  by  means  of  the  posterior  splint. 

She  remained  in  this  position  for  six  weeks,  after  which  a  plaster- 
of-Paris  case  was  applied,  but  as  she  suffered  from  cough  she  was 
still  left  in  bed. 

On  March  12th — that  is,  nearly  three  months  after  the  accident — 
she  got  an  attack  of  syncope,  and  died  quite  suddenly. 

On  post-mortem  examination  her  heart  was  found  to  be  in  a 
condition  of  fatty  degeneration,  and  the  patella,  which  I  have 
exhibited,  was  removed.  The  specimen,  notwithstanding  that  it  has 
undergone  a  good  deal  of  manipulation,  exhibits  the  condition  of 
union  by  bone,  although  the  portion  thus  united  is  not  large,  nor  is 
the  union  possibly  of  a  nature  that  would  be  likely  to  have  remained 
permanent  if  the  patient  had  made  much  use  of  the  limb. 

Now,  the  apparatus  for  the  treatment  of  fractured  patella, 
which  was  used  for  a  short  time  in  this  case,  is  objectionable, 
for  if  it  be  tightly  applied  the  rubber  straps  not  only  interfere  very 
much  with  the  blood  supply  to  the  seat  of  fracture,  but  also  tend 
directly  to  tilt  up  the  opposed  extremities  of  the  fragments. 
Nevertheless,  the  close  union  which  has  taken  place  is,  I  think, 
referable  indirectly  to  the  action  of  the  splint,  for  the  attack  of 
inflammation  which  it  caused  increased  the  supply  of  blood  to  the 
part  for  a  considerable  time,  and  also  seems  to  have  brought  about 
an  unusually  early  and  complete  absorption  of  the  fluid  effused  into 
the  joint. 

Whether,  then,  non-union  of  the  patella  be  attributable  to 
deficient  blood-supply  or  to  the  presence  of  fluid    separating  the 
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bone  fragments,  the  indications  for  treatment  were  apparently 
answered  by  the  unexpected  action  of  the  apparatus. 

The  history  in  this  case  was  clearly  one  of  fracture  by  muscular 
effort,  and  the  specimen  exhibits  the  simple  transverse  fracture 
that  follows  such  an  injury. 

Specimens  of  osseous  union  of  the  patella  are  not  very  uncommon, 
but  in  these  case3  the  fracture  has  been  sometimes  longitudinal, 
sometimes  comminuted ;  and  while  there  is  usually  no  history  of 
previous  separation  of  the  fragments,  there  is  generally,  or  always, 
intrinsic  evidence  in  the  specimen  itself  that  the  injury  was  not  the 
result  of  muscular  action,  which,  of  course,  is  always  followed  by 
a  fracture  transverse  in  its  direction.  Mr.  Holmes  says  : — "  There 
is  no  proof  that  in  such  cases  the  fragments  have  ever  been 
separated ;  and,  in  fact,  from  the  traces  of  inflammation  always 
found  (as  evidenced  by  the  great  thickening  of  the  bone),  it  seems 
more  probable  a  priori  that  they  have  been  injuries  due  to  direct 
violence." 

The  patella  which  I  have  exhibited  shows  no  trace  of  inflam- 
mation or  thickening  ;  the  line  of  fracture  is  single  and  transverse, 
and  the  angular  position  and  tilting  up  of  the  two  portions  at  their 
point  of  junction  proves  that  they  were  at  one  time  separated, 
unless,  indeed,  we  assume  the  possibility  of  an  incomplete  or  green- 
switch  fracture.  The  specimen  itself  therefore  proves  that  we  were 
not  deceived  by  the  woman's  history,  and  that  the  injury  was 
really  due,  as  I  have  before  stated,  to  muscular  effort. 

The  case  is  accordingly  one  of  much  interest,  for  in  his  "  Principles 
of  Surgery,"  1878,  Mr.  Holmes  has  the  following  statement : — "No 
history  has  yet  been  put  on  record  proving  that  the  displacement 
in  transverse  fracture  of  the  patella  has  ever  been  so  effectually 
corrected  as  to  admit  of  bony  union."  Hamilton,  in  his  work  on 
"  Fractures,"  says  that  he  knows  of  but  one  case  in  which  a 
transverse  fracture  of  the  patella  with  separation  was  conclusively 
proved  by  post-mortem  examination  to  have  been  followed  by  osseous 
union.  In  that  instance  the  patient's  femur  on  the  same  side  was 
broken,  and  the  displacement  and  shortening,  due  to  this,  probably 
prevented  any  separation  of  the  fragments  of  the  patella. 
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The  treatment  of  fracture  of  the  patella  is  a  subject  well 
worn,  and  indeed  somewhat  threadbare,  for  in  ordinary  surgical 
manuals  one  finds,  between  the  simple  method  of  attention  to 
position  and  the  formidable  hooks  of  Malgaigne,  some  hundreds 
of  different  appliances  with  each  its  special  advocate ;  while  the 
list  has  recently  been  further  extended  at  either  end,  on  the  one 
hand  by  Mr.  Hutchinson,  who  carries  simplicity  to  the  extent  of 
dispensing  with  elevation  of  the  limb,  and  on  the  other  by  Mr. 
Ward,  of  the  Leeds  Infirmary,  who  advocates,  and  has  practised, 
not  alone  the  opening  into  the  knee-joint  with  direct  section  of 
the  fragments,  but  the  use  of  Malgaigne's  apparatus  in  addition. 

Before  making  any  suggestions  as  to  the  line  of  treatment  to  be 
recommended  after  this  fracture,  we  may  consider  briefly  the  causes 
of  non-union  or  of  unsatisfactory  union  of  the  patella. 

They  would  seem  to  be — the  contraction  of  the  great  extensor 
muscles  of  the  leg  and  the  consequent  displacement  upwards  of  the 
upper  fragment ;  the  tilting  forwards  of  the  lower  end  of  this 
fragment  from  the  incline  in  the  surface  of  the  femur  on  which  it 
now  rests ;  the  interposition  between  the  divided  portions  of  the 
bone  of  synovial  fluid  and  of  blood  effused  into  the  joint;  and, 
finally,  the  interference  with  the  supply  of  blood  to  the  fractured 
bone. 

Now,  all  the  methods  of  approximating  the  fragments,  with  the 
single  exception  of  Malgaigne's  hooks,  have  the  following  three 
drawbacks — they  interfere  with  the  vascular  supply,  and  conse- 
quently with  the  process  of  repair ;  they  tend,  by  pressure  on  the 
ends,  to  tilt  forward  the  fractured  surfaces  ;  and,  lastly,  they  serve 
to  press  the  liquid  or  movable  contents  of  the  joint  into  the  space 
underneath  and  between  the  fragments. 

Many  of  these  contrivances  exhibit  great  ingenuity  on  the  part 
of  their  inventors,  but  it  is,  unfortunately,  doubtful  whether  any 
one  of  them  is  really  capable,  by  exerting  traction  on  the  extensor 
muscle  and  patellar  ligament,  of  bringing  into  and  maintaining  in 
perfect  apposition  the  portions  of  the  fractured  bone.  It  is  very 
improbable  that  any  displacement  of  the  lower  fragment  occurs,  or 
is  attributable  to  shortening  of  the  ligamentum  patella?.     It  is  also 
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a  matter  of  doubt  whether  the  vital  contraction  of  the  great 
extensor  muscles  is  the  chief  difficulty  to  be  overcome  in  approxi- 
mating the  fragment,  for  although  such  contraction  occurs  at  the 
time  of  the  fracture,  and  probably  persists  as  long  as  pain  and 
irritation  maintain  the  irritability  of  the  muscles,  the  thigh  usually 
feels  flaccid  and  loose  a  few  days  after  the  injury,  and  one  would 
be  disposed  to  attribute  any  apparent  shortening  of  the  muscles 
rather  to  the  effect  of  distension  of  the  sac  of  synovial  membrane 
situated  beneath  its  tendon  than  to  a  tonic  or  persistent  contrac- 
tion of  its  muscular  fibres.  Moreover,  if  any  real  shortening 
persists  it  can  be  compensated  for,  to  a  great  extent,  by  careful 
attention  to  position. 

On  the  other  hand,  we  have  strong  evidence  in  favour  of  the 
view  that  the  separation  and  displacement  of  the  portions  of  the 
divided  bone  is  chiefly  due,  as  Mr.  Hutchinson  holds,  to  synovial 
effusion,  or  to  the  increased  secretion  from  the  ruptured  and 
irritated  prepatellar  bursa,  and  to  the  bleeding  which  takes  place 
from  the  cancellous  tissue  of  the  ruptured  bone. 

Indeed  in  all  the  cases  reported  in  which  recent  fractures  have 
been  examined,  coagula  of  blood  or  masses  of  fibrous  tissue  have 
been  found  between  the  ends  of  the  fragments  which  required 
removal  before  they  could  be  brought  together. 

The  following  case,  reported  by  Mr.  Gem,  in  the  Brit.  Med. 
Journal  for  September  1st,  supports  this  view : — 

"  G.  R.,  aged  sixty,  a  strong  and  healthy-looking  old  man,  was 
admitted  into  the  Infirmary  on  May  20th,  with  transverse  fracture 
of  the  patella*  At  the  time  of  admission,  there  was  a  good  deal  of 
ecchymosis  around  the  joint,  and  the  fragments  were  widely 
separated.  He  was  placed  in  the  ordinary  position,  and  treated 
with  evaporating  lotions  and  perfect  rest,  until  the  effusion  had 
disappeared.  The  symmetry  of  the  joint  appeared  perfect,  but  a 
tilting  of  the  fragments,  which  did  not  fit  together  properly  after 
the  application  of  straps  and  buckles,  plaster,  &c,  caused  me  to 
imagine  that  there  must  be  some  interference  besides  the  action  of 
the  triceps  femoris,  which  was  very  relaxed.  The  patient  dying  on 
August  15th,  a  post-mo?tem  examination  was  made.  There  was  an 
attempt  at  fibrous  union  ;  but  three  ounces  of  clotted  and  partly 
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organised  blood  was  visible,  pushing  up  the  fragments  and  so 
causing  the  displacement  and  non-coaptation  of  the  fractured 
bone." 

It  may  be  argued  that  blood  is  effused  in  all  cases  of  fracture 
in  bones,  and  that  it  does  not  by  its  presence  interfere  with 
union,  but  there  is  reason  for  believing  that  coagula  of  blood  are 
not  speedily  absorbed  from  synovial  cavities,  and  that,  on  the 
contrary,  they  are  likely  when  so  situated  to  become  permanent, 
and  sometimes  to  constitute  those  peculiar  bodies  so  often  to  be 
found  in  synovial  bursa?. 

Professor  Volkmann,  of  Halle,  has  reported  a  case  in  which 
large  coagula  were  removed  by  him  on  the  fifth  day  from  between 
the  fragments  of  a  transversely  fractured  patella. 

If  the  above  views  on  this  difficult  subject  be  correct,  the 
rational  treatment  for  ordinary  cases  of  fracture  of  the  patella 
would  resolve  itself  into — 

Careful  attention  to  position — that  is,  to  the  approximation  of  the 
distal  end  of  the  quadriceps  extensor  muscle,  and  the  ligamentum 
patella?.  The  stimulation  of  the  absorbents  by  blisters,  &c, 
with,  if  necessary,  antiseptic  tapping  of  the  joint,  in  order  to 
remove  effused  products  whether  synovial,  bursal,  or  hemorrhagic. 

We  should  then  confine  operations  of  such  gravity  as  that 
recently  proposed  by  Mr.  Lister  to  those  cases  for  which  they  have 
been  practised  for  some  years — that  is,  to  the  cases  in  which  an 
ununited  or  malunited  fracture  of  the  patella  had  rendered  the 
limb  practically  useless. 

The  subject  has  certainly  been  re-opened  in  a  new  light  by  the 
recent  address  of  Mr.  Lister,  and  by  the  remarkable,  although 
limited,  series  of  cases  which  he  has  placed  on  record,  but  the 
method  now  recommended  by  him  is  not  itself  exactly  new.  It 
was  first  practised  by  Dr.  Hector  Cameron,  of  Glasgow,  in  187G, 
subsequently  by  Mr.  Ross,  Mr.  Smith,  Professors  Esmarch  and 
Trendelenburg,  by  Mr.  Ward,  of  Leeds,  and  by  others,  but  the 
strong  recommendation  of  this  method  for  the  treatment  of 
ordinary  fractures  of  the  patella  by  such  a  high  authority  as  Mr. 
Lister  marks  an  era  in  the  history  of  the  question. 
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Mr.  Lister's  plan  is  briefly  as  follows : — A  longitudinal  incision 
is  made  over  the  patella,  and  clots  of  blood,  &c,  are  removed  from 
between  the  fractured  surfaces.  The  portions  of  the  divided  bone 
are  then  drilled  with  a  bradawl  and  drawn  together  by  means  of  a 
pretty  stout  silver  wire,  the  ends  of  which  are  twisted  and  driven 
down  on  the  bone  by  means  of  a  small  hammer.  The  joint  is 
then  washed  out  antiseptically,  and  a  drainage  tube  passed  through 
an  aperture  in  the  popliteal  space,  after  which  the  wound  over  the 
patella  is  closed. 

After  describing  the  cases  in  which  he  performed  the  operation, 
Mr.  Lister  says  : — "I  think  it  must  be  admitted  that  these  cases 
show  that  the  mode  of  treatment  which  I  have  recommended, 
when  applied  to  recent  transverse  fracture  of  the  patella,  affords  a 
means  of  restoring  the  joint  to  practically  a  perfectly  natural 
condition,  provided  only  that  no  disaster  occurs.  That,  however, 
is  a  tremendous  proviso,  and  no  one  is  more  conscious  of  it  than 
myself.  Before  I  made  the  first  incision  in  the  case  that  I  have 
recorded  to-night,  I  remarked  to  those  who  were  assembled  in  the 
theatre  that  I  considered  no  man  justified  in  performing  such  an 
operation,  unless  he  could  say  with  a  clear  conscience  that  he  con- 
sidered himself  morally  certain  of  avoiding  the  entrance  of  any 
septic  mischief  into  the  wound.  Supposing,  on  the  other  hand, 
that  a  man  can  say  that  with  a  good  conscience,  then  I  conceive 
that  he  is  not  only  justified,  but  bound  to  give  his  patient  the 
advantages  that  we  see  are  to  be  derived  from  this  method  of 
procedure." 

He  then  goes  on  to  say,  with  the  frank  honesty  which  distin- 
guishes the  teaching  of  this  surgeon — "  We  know,  of  course, 
very  well  that  by  ordinary  means  of  treatment  patients  often 
recover  with  exceedingly  useful  limbs." 

In  short,  he  tells  us  that  if  we  thoroughly  understand  the 
antiseptic  system  of  treatment  we  are  bound  to  adopt  this  novel 
and  apparently  most  hazardous  procedure,  although  we  know  very 
well  that  patients  treated  by  ordinary  means,  which  are  devoid  of 
danger,  often,  to  use  his  own  words,  recover  with  exceedingly 
useful  limbs. 
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I  can  say  for  myself  that,  although  I  have  conscientiously  practised 
the  details  of  antiseptic  treatment  since  the  troublesome  days  of 
carbolic  paint,  I  would  not  feel  bound  to  follow  this  plan  of  treat- 
ment in  an  ordinary  case  of  fractured  patella. 

In  the  first  place  the  number  of  cases  in  which  this  practice  has 
been  followed  is  too  small  to  justify  so  serious  an  innovation.  Mr. 
Lister  has  performed  this  operation  in  but  five  instances.  The 
first  case  of  recent  fracture  treated  by  wire  sutures  antiseptically 
was  operated  on  by  him  in  1877.  At  the  end  of  ten  weeks  the 
patient  was  allowed  to  get  up,  and  he  could  flex  his  knee  to  an 
angle  of  about  thirty  degrees.  Nothing  more  is  known  of  him,  and 
the  result  does  not  strike  one  as  a  remarkable  success.  In  the  next 
case  the  patient,  after  ten  weeks,  could  bend  his  leg  to  a  right  angle, 
and  ultimately  recovered  with  an  almost  perfect  limb. 

In  each  of  these  cases,  however,  a  second  operation  was  per- 
formed for  the  extraction  of  the  wire  sutures  eight  weeks  after  the 
original  procedure. 

In  the  other  three  cases  the  result  was  most  satisfactory,  and 
in  those  three  cases,  and  in  those  alone,  the  operation  as  now 
recommended  was  performed. 

Each  of  these  patients  has  now  an  apparently  sound  and  service- 
able patella,  but  each  of  them  carries  a  "  pretty  stout  piece  of 
silver  wire "  in  it.  In  one  case  the  joint  has  borne  the  wire  for 
two  years  and  a  half,  and  to  what  extent  this  permanent  suture 
still  ministers  to  the  strength  of  the  bone  is  doubtful.  It  gives 
no  irritation  whatever,  and  the  limb  is  as  strong  and  useful  as  its 
fellow. 

No  allusion  indeed  is  made  as  to  the  possibility  of  this  wire 
forming  a  source  of  after-trouble  to  the  patient,  and  I  suppose  this 
is  a  question  which  must  remain  for  some  time  unsettled,  but  we 
have  certainly  some  reason  for  apprehension  with  reference  to  the 
great  danger  which  attends  a  secondary  rupture  of  the  patella 
when  united  by  this  means. 

For  example,  in  one  of  Mr.  Lister's  cases,  in  which  the  bone  was 
sutured  with  wire  in  consequence  of  ununited  or  lengthened  fibrous 
union,  an  attempt  to  produce  passive  motion  (a  month  after  the 
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operation)  caused  a  sudden  rupture  of  the  patella,  which  burst 
asunder  in  consequence  of  the  wire  giving  way. 

Mr.  Lister  was  kind  enough  to  show  me  this  patient  at  King's 
College  Hospital,  and  certainly  the  ultimate  result,  notwithstanding 
that  the  knee-joint  was  twice  freely  opened  into,  was  most  satis- 
factory. 

Mr.  Thomson,  of  the  Richmond  Hospital,  has  placed  on  record  a 
very  remarkable  case  of  re-fracture  of  the  patella  occuring  more 
than  a  year  after  the  operation  in  a  patient  who  had  been  treated 
by  the  late  Mr.  Amphlett  for  ununited  fracture,  and  in  whom 
wire  sutures  were  used  after  the  method  now  recommended  by  Mr. 
Lister.  The  patient,  a  man  aged  thirty-six,  slipped,  caught  his  toe 
in  some  obstacle,  and  in  an  effort  to  prevent  himself  from  falling 
ruptured  his  patella,  so  that  when  Mr.  Thomson  saw  him  "  there 
was  a  great  gaping  wound  of  the  joint  running  directly  across  the 
knee  from  one  condyle  of  the  femur  to  the  other." 

The  limb  was  saved  by  a  successful  primary  excision  of  the  joint, 
but  the  danger  of  such  a  grave  accident  as  compound  fracture 
into  the  knee  is  an  element  which  we  must  consider  in  estimating 
the  value  of  primary  suture  of  the  patella  as  a  treatment  for 
transverse  fracture. 

Now,  the  rupture  of  the  integuments  over  the  bone  in  the  cases  I 
have  mentioned  was  probably  due  to  the  soft  parts  having  become 
adherent  to  the  patella,  and  to  the  incorporation  of  the  cicatrix 
in  them  with  the  subjacent  junction  in  the  bone.  When  the 
patella  gave  way  they  also  underwent  rupture,  and  a  compound 
fracture  into  the  knee-joint  was  the  result. 

Moreover,  it  is  plain  that  such  an  injury  is  more  likely  to  take 
place  in  a  case  in  which  the  patella  has  been  insufficiently  united  by 
bone  than  in  one  in  which  a  flexible  union  by  fibrous  tissue  has 
occurred,  for  the  rigidity  of  the  bone  renders  it  liable  to  be  broken 
across  the  end  of  the  femur  by  muscular  contraction  when  the 
joint  is  flexed,  just  as  one  breaks  a  stick  across  one's  knee. 

The  flexible  fibrous  junction,  on  the  other  hand,  has  only  the 
force  of  traction  to  withstand,  and  if  it  gives  way  does  so  by 
stretching  or  rupture,  and  without  causing  an  open  wound  of  the 
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joint.  That  a  junction  by  fibrous  tissue  is  oftentimes  as  strong  and 
as  capable  of  withstanding  sudden  and  violent  traction  as  a  union 
by  osseous  tissue,  is  proved  by  the  comparative  frequency  of  the 
occurrence  of  a  second  fracture  of  the  bone  at  a  different  level 
from  an  original  one  united  by  fibrous  tissue.  Indeed  from  a  prac- 
tical point  of  view,  there  seems  some  reason  to  doubt  whether 
imperfect  osseous  union  is  at  all  preferable  to  that  close  and  firm 
junction  by  fibrous  tissue  which  careful  and  prolonged  treatment 
is  usually  sufficient  to  bring  about,  and  which,  during  life,  is 
almost  indistinguishable  from  the  much-vaunted  union  by  bone. 

In  conclusion,  I  would  say  that  the  restoration  of  a  recently-frac- 
tured patella,  with  wide  separation  of  its  fragments,  to  its  original 
strength  and  integrity,  is  a  feat  which  Mr.  Lister  has  certainly,  in 
three  instances,  accomplished,  and  one  of  which  he  may  well  feel 
proud ;  but  it  is  a  feat  which,  I  think,  no  ordinary  surgeon  should 
yet  attempt  without  a  full  consideration  of  the  dangers  to  which, 
without  absolute  necessity,  he  unavoidably  exposes  his  patient's  life 
and  his  own  reputation. 


ON    THE    REMOVAL    OF    NASO-PHARYNGEAL 
TUMOURS. 

By  W.  THORNLEY  STOKER,  M.D.,  F.R.C.S. ; 

Professor  of  Anatomy  Royal  College  of  Surgeons  ;  Surgeon  to  the 
Richmond  Hospital. 

[Read  in  the  Surgical  Section,  December  7,  1883.] 

The  terra  "  nasopharyngeal "  has  been  applied  in  such  different 
senses  to  tumours  and  polypi  involving  the  nasal  and  pharyngeal 
cavities,  that  I  may  preface  the  remarks  I  have  to  make  by  saying 
that  I  use  the  expression  only  in  reference  to  growths  which,  while 
invading  the  naso-pharyngeal  space,  have  their  origin  from  some 
part  of  the  osseous  tissue  forming  its  roof,  usually  the  body  of  the 
sphenoid  or  the  basilar  process  of  the  occipital  bone,  which,  in 
fact,  grow  from  the  base  of  the  skull. 

Although  these  masses  form  numerous  secondary  attachments, 
and  although  it  is  for  that  reason  often  difficult  to  distinguish  their 
primary  seat,  yet  it  is  generally  possible  to  do  so,  and  observers  are 
sufficiently  well  agreed  that  they  almost  invariably  arise  from  the 
situation  I  have  mentioned. 

The  constitution  of  naso-pharyngeal  growths  is  various — most 
frequently,  perhaps,  of  the  fibrous,  sarcomatous,  or  cartilaginous 
orders,  or  some  derivative  or  admixture  of  them.  They  not  infre- 
quently are  malignant,  and  are  always  likely  to  be  rapid  and 
destructive  in  their  growth. 

As  regards  shape,  they  may  be  divided  into  two  varieties — sessile 
and  pedunculated,  the  latter  forming  the  so-called  naso-pharyngeal 
"  polypi,"  while  to  the  former  the  term  "  tumours  "  is  more  pro- 
perly applied. 

With  the  polypi  or  pendunculated  growths  I  have  no  concern  in 
my  present  communication.   They  are,  as  a  rule,  fibrous  in  structure, 
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comparatively  innocent  and  easy  of  removal,  not  requiring  any 
formidable  operation,  unless  it  is  found  impracticable  to  surround 
the  pedicle  with  a  noose  or  divide  it  through  the  nose  with  a 
cutting  instrument.  My  remarks  have  to  do  with  those  growths 
which  are  generally  of  a  more  virulent  nature,  and  whose  broad 
attachments  require  severe  operative  measures  for  their  exposure 
and  division. 

I  need  not  dilate  upon  the  horrible  consequences  produced  by  an 
extending  naso-pharyngeal  tumour,  to  excuse  myself  for  bringing 
forward  any  cases  which  can  throw  a  light  upon  the  surgery  of  the 
condition.  We  have  all  watched  the  terrible  progress  of  these 
tumours  when  unchecked  by  operation.  We  have  seen  them 
extending  in  different  directions,  and  successively  destroying  the 
senses  of  smell,  hearing,  and  sight ;  killing  their  victims  by 
exhaustion,  the  result  of  discharge,  haemorrhage,  want  of  sleep,  or 
dysphagia;  suffocating  him  by  extension  towards  the  larynx;  or, 
worst  of  all,  when  he  has  passed  through  an  Inferno  of  suffering, 
invading  his  brain  and  leaving  him  towards  his  end  in  the  dreadful 
condition  of  a  creature  without  senses,  possessing  no  functions  save 
respiration,  digestion,  and  circulation,  with  little  life  beyond  that 
of  a  vegetable — an  object  of  horror  to  all  around  him. 

For  these  broad-based  growths,  if  they  are  in  a  state  to  admit  of 
operation,  there  is  but  one  measure  that  should  be  attempted — 
complete  and  thorough  ablation.  The  great  difficulty  of  this  is 
found  in  the  remoteness  of  the  attachments  and  the  trouble  and 
danger  in  exposing  them  sufficiently  to  insure  their  complete  extir- 
pation. Once  the  connexions  of  the  tumour  have  been  thoroughly 
brought  to  command,  it  matters  little  by  what  means  they  are 
divided — the  surgeon  may  please  himself  as  to  scoop,  or  knife,  or 
cautery.  The  point  which  causes  him  most  anxiety  is  the  primary 
stage  of  his  operation — the  proper  exposure  of  the  tumour,  so  that 
he  can  reach  its  attachments. 

Three  classes  of  operations  have  been  practised  for  this  purpose : — 

1st.  Through  the  palate. 

2nd.  l>y  partial  or  complete  removal  of  the  upper  jaw. 

3rd.  By  displacement  of  the  upper  jaw. 
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Of  the  operations  through  the  palate,  the  most  reputable,  perhaps, 
lis  that  of  Nelaton ;  but  bad  is  the  best,  because  it  not  only  affords 
|a  very  difficult  and  limited  access  to  the  naso-pharyngeal  cavity, 
|but  it  exposes  the  part  of  the  tumour  most  remote  from  its  attach- 
ments. 

The  second  class  of  operations — partial  or  complete  removal  of 
:the  jaw  as  a  means  of  exposing  the  disease — was  first  recommended 
(by  Whately  and  practised  by  Syme.  It  may  be  occasionally  called 
for,  but  most  surgeons  will  probably  regard  it  as  obliterated  from 
I  the  list  of  usual  procedures  by  the  operations  of  the  third  class — 
those  of  displacement.  In  these  latter,  one  of  which  should,  if 
possible,  be  selected,  the  upper  jaw  on  one  or  both  sides  is,  by 
a  complicated  operation,  divided  superiorly,  separated  from  its 
attachments  internally,  and  displaced  downwards  and  outwards. 
This  method  of  operating  has  been  practised  with  success  by 
Huguier  and  Langenbeck,  and  has  the  advantage  over  any 
ablation  of  the  jaw  that  the  parts  are  replaced  when  the  disease 
has  been  removed,  no  deformity  remains,  and  the  dental  arch  is 
restored. 

My  own  observation  of*  naso-pharyngeal  growths  has  led  me  to 
the  belief  that  in  the  great  majority  of  cases  such  heroic  measures 
are  unnecessary,  and  that  the  disease  can  be  attacked  and  removed 
through  more  limited  openings  than  the  measures  I  have  named 
are  intended  to  afford.  I  have  two  reasons  for  coming  to  this 
conclusion — first,  that  the  growth  of  the  tumour  has,  by  the  time 
operation  is  demanded,  generally  separated  the  superior  maxillae 
to  a  considerable  extent,  so  that  as  the  surgeon  cuts  or  hacks  away 
the  disease,  he  finds  his  fingers  in  a  cavity  where  he  has  room 
enough  for  action  and  exploration ;  and,  secondly,  that  the  rough 
kind  of  scooping,  gouging,  or  cutting,  which  is  the  most  efficient 
means  of  attacking  these  tumours  does  not  require  much  space 
for  its  exercise. 

I  do  not  wish  to  be  understood  as  denying  the  necessity  of  the 
more  formidable  operations  in  some  cases.  What  I  seek  to  convey 
is,  that  cases  which  to  all  appearance  require  these  extreme  mea- 
sures may  be  radically  dealt  with  by  minor  means,  and  I   do  not 
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think  a  surgeon  can  ever  say  with  certainty  what  steps  he  maj 
have  to  take  until  he  begins  to  operate  on  one  of  these  cases.  Lei 
him,  therefore,  commence  with  such  a  measure  as  I  am  about  to 
detail,  and  alter  his  hand  if  he  finds  it  insufficient. 

The  two  following  cases  are  instructive  examples  of  good  results 
following  operation  in  unpromising  circumstances  : — 

Case  I. — In  1874  I  admitted  a  lad  named  Hurley,  from  the  Co. 
Waterford,  into  the  Richmond  Hospital.  He  was  seventeen  years 
of  age,  and  of  healthy  appearance.  He  suffered  from  a  firm, 
rounded  growth,  occupying  his  nasal  and  pharyngeal  cavities ;  it 
was  very  fixed ;  had  pierced  and  obliterated  the  septum,  except  its 
anterior  portion  ;  could  be  seen  through  the  anterior  nares,  and 
easily  felt  behind  the  soft  palate.  It  bled  a  good  deal  at  times, 
and  caused  much  inconvenience.  In  consultation  it  was  agreed 
that  it  probably  grew  from  the  base  of  the  skull,  and  that  tolerably 
free  access  to  the  nasal  cavity  would  be  necessary  in  order  to  effect 
its  removal. 

The  lad  was  put  partly  under  the  influence  of  chloroform ;  an 
incision  was  carried  from  the  inner  canthus  of  the  right  eye,  round 
the  ala  of  the  nose  to  the  centre  of  the  upper  lip ;  and  the  soft 
parts  having  been  freed  from  the  bone  along  the  line  of  incision, 
the  nose  was  deflected  to  the  left  side,  and  the  portion  of  the  right 
maxilla  forming  the  side  of  the  nasal  opening  was  divided  with 
a  bone  forceps.  In  this  way  access  was  gained  to  the  fossa  on 
the  right  side,  that  on  which  the  tumour  had  commenced  to 
grow,  and  in  which  it  was  most  prominent.  As  expected,  the 
mass  had  a  superior  attachment  to  the  body  of  sphenoid  and 
basilar  process  of  the  occipital  bones.  The  subsequent  steps  of 
the  operation  consisted  in  the  forcible  cutting  and  breaking  away 
of  the  tumour,  chiefly  by  means  of  gouges.  The  haemorrhage  was 
the  most  alarming  I  ever  saw  from  such  or  a  kindred  cause,  and 
was  only  checked  by  rapidly  and  fearlessly  digging  away  at  the 
disease  until  healthy  bone  was  reached  above  it.  Had  any  hesi- 
tation existed  in  doing  this,  the  boy  would  inevitably  have  bled  to 
death  ;  and,  as  it  was,  I  never  saw  a  person  so  near  death  from 
haemorrhage  on  an  operating  table.  The  cavity  was  dressed  with 
plugs  of  lint,  the  wound  closed,  and  the  patient  made  a  rapid 
recovery  without  any  deformity,  and  left  hospital  to  all  appearance 
(mite  well.     Two  years  afterwards  Dr.  Baldwin,  who  had  sent  him 
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to  me,  wrote  to  say  that  he  feared  the  growth  was  returning,  and 
he  again  was   admitted   to  hospital.     However,  the  alarm  was  a 

jfalse  one;  I  could  detect  no  fresh  growth,  so  I  sent  him  home,  and 

|  have  not  since  heard  of  the  case. 

Case  II. — The  second  case  is  that  of  D.  K.,  aged  thirty-five,  a 
J  factory  labourer,  who  was  admitted  into  the  Richmond  Hospital 
on  January  7th,  1882.  With  the  exception  of  the  disease  to  be 
mentioned,  he  was  a  healthy  man  with  a  good  family  history. 

At  the  time  of  his  admission  a  tumour  of  tolerably  firm  feel 
occupied  both  nasal  fossae.  It  projected  backwards  into  the  pharynx, 
where  it  touched  the  spine  and  formed  a  large  rounded  mass  easily 
explored  by  the  finger  passed  through  the  mouth.  It  had  pushed 
both  the  hard  and  soft  palate  downwards,  so  that  they  were  convex 
towards  the  tongue.  Its  anterior  extremity  grew  forwards  nearly 
to  the  nostrils,  through  which  its  surface  could  be  seen,  and  where 
it  was  ulcerated  and  bled  freely  when  touched.  It  had  pushed  the 
dorsum  and  sides  of  the  nose  forwards,  so  as  to  produce  marked 
deformity  of  the  face,  and  at  a  point  a  little  above  and  external  to 
the  right  ala  had  ulcerated  through  the  skin  and  produced  a  small 
open  sore.  The  nasal  bones  and  nasal  processes  of  the  maxillae 
were  pushed  forwards  and  outwards,  and  lay  in  an  expanded  con- 
dition on  the  surface  of  the  tumour. 

It  had  evidently  grown  laterally  so  as  to  displace  the  maxilla? 
outwards,  and  had  pushed  the  inner  and  lower  walls  of  the  orbits 
upwards  and  outwards,  with  consequent  protrusion  and  separation 
of  the  eyes,  so  as  to  produce  the  "  frog-faced  "  deformity  well  known 
as  a  sign  of  this  disease.  The  sight  of  the  left  eye  had  suffered 
from  the  stretching  of  the  optic  nerve,  and  the  vision  of  a  great 
part  of  its  field  was  gone.  The  sight  of  the  right  eye  was  not 
impaired.  The  nasal  duct  was  stopped  on  the  left  side,  with  con- 
sequent epiphora,  and  the  tears  were  mixed  with  pus  resulting  from 
inflammation  of  the  lachrymal  sac.  The  Eustachian  tube  of  the 
left  side  was  obstructed  by  the  growth  of  the  tumour  backwards, 
and  the  sense  of  hearing  on  that  side  was  much  impaired.  All  the 
septum,  except  a  small  portion  immediately  above  and  behind  the 
nostrils  was  gone,  and  a  probe  could  be  passed  from  one  nasal 
cavity  into  that  of  the  opposite  side.  The  tumour  was  larger  on 
the  left  side  than  on  the  right,  and  was  quite  immovable. 

Four  years  before  his  admission  the  patient  had  noticed  obstruc- 
tion of   the  left  side  of  his  nose,  and  a  year  later  the  obstruction 
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extended  to  the  right  side.  He  had  suffered  from  frequent  and 
severe  attacks  of  epistaxis.  The  sense  of  smell  was  absent,  and  he 
could  not  respire  through  his  nose  to  the  slightest  extent.  The 
protrusion  of  the  eyes  and  impairment  of  vision  commenced  eight 
months  before  he  came  under  my  observation,  and  was  preceded 
by  pain  of  a  severe  character  in  the  front  of  the  head,  which  dis- 
appeared when  the  displacement  of  the  eyes  took  place.  The 
impairment  of  hearing  began  two  months  before  his  admission. 
As  it  was  evident  that  the  tumour  was  a  naso-pharyngeal  growth, 
and  was  rapidly  increasing,  an  operation  was  agreed  upon,  and 
performed  on  January  18th,  1882. 

His  condition  at  this  time  is  shown  in  the  first  of  the  accom- 
panying figures,  which  exhibits  the  frog-faced  deformity,  and  may 
be  contrasted  with  his  appearance  as  seen  in  the  second,  taken 
nearly  two  years  after  operation. 

The  patient  having  been  placed  under  ether,  I  inserted  a  bistoury 
into  the  left  nostril,  and  divided  the  nose  along  its  dorsum  from  the 
lobe  up  to  the  frontal  bone,  the  knife  readily  passing  between  the 
nasal  bones,  which,  as  mentioned,  had  been  forced  apart  by  the 
tumour.  The  columna  and  remains  of  the  septum  were  next 
divided  close  to  the  upper  lip.  The  halves  of  the  nose  were  then 
forced  apart,  when  I  found  that,  owing  to  the  way  in  which  the 
maxillae  had  been  separted  by  the  growth,  my  finger  had  ready 
access  to  the  nasal  cavity,  and  could  explore  the  surface  of  the 
tumour.  With  a  flat  director  I  broke  the  adhesions  the  disease 
had  formed  to  the  palate.  It  had  passed  on  each  side  outwards 
into  the  antrum,  eroding  the  nasal  walls  of  those  cavities.  I  then 
proceeded  to  scoop  away  the  diseased  mass,  using  a  lithotomy 
scoop  for  the  purpose.  The  tissue  broke  down  with  sufficient 
readiness,  and  the  haemorrhage  was  not  alarming.  When  the 
tumour  had  been  removed  to  such  an  extent  as  to  enable  its 
attachments  to  be  thoroughly  examined,  it  was  found  to  grow  from 
and  involve  the  substance  of  the  sphenoid  and  occipital  bones 
forming  the  roof  of  the  nasal  and  pharyngeal  spaces,  and  the 
bodies  of  the  second,  third,  and  fourth  cervical  vertebrae  behind  the 
pharynx.  I  scooped  and  scraped  away  all  these  parts  until  I  had 
removed  as  much  of  the  bodies  posteriorly,  and  of  the  base  of  the 
skull  above,  as  I  thought  I  could  safely  do  without  opening  the 
spinal  canal  in  one  situation,  or  exposing  the  dura  mater  in  the 
other.  The  case  had  now,  of  course,  assumed  a  very  hopeless 
aspect,  owing    to    the    extensive    engagement    of    bones   and    the 
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inpromising  appearance  of  the  substance  of  the  tumour.  My 
bolleagues  and  Dr.  M'Donnell,  who  kindly  gave  me  their  assistance, 
jigreed  with  me  that  nothing  more  radical  could  be  done,  so  I 
jreplaced  the  nose,  supported  it  by  a  stitch  through  the  divided 
|remains  of  the  septum,  and  by  small  pads  placed  on  each  side  of 
that  structure,  and  closed  the  facial  wound. 

The  incision  in  the  face  healed  rapidly,  and  profuse  offensive 
(discharge  took  place  from  the  seat  where  the  tumour  had  been 
I  attached.  The  cavity  was  daily  washed  out  with  weak  carbolic 
lotion,  and  after  twelve  or  fourteen  days  the  discharge  began  to 
diminish,  and  the  condition  of  the  patient  to  improve.  The  dis- 
tance between  the  corneal  centres  at  the  time  of  operation  was 
3^  inches  ;  two  days  afterwards  the  removal  of  pressure  had  caused 
the  distance  to  diminish  to  2|  inches.  On  February  6th,  nineteen 
days  after  the  operation,  the  sight  of  the  left  eye  and  hearing  of 
the  left  ear  were  much  improved,  the  sense  of  smell  was  decidedly 
better,  and  the  oval  surface  of  the  hard  palate  had  resumed  its 
natural  curvature.  On  February  16th,  twenty-nine  days  after 
operation,  the  patient  left  the  hospital  against  my  advice.  He  was 
in  improved  health  in  every  respect,  but  had  still  a  good  deal  of 
discharge  from  his  nasal  cavity.  From  what  had  been  ascertained 
of  the  nature  of  the  tumour  and  its  attachments,  I  regarded  a 
fresh  development  of  his  disease  as  certain,  and  was  anxious  to 
keep  him  in  hospital  under  my  observation,  but  he  took  a  different 
view  of  the  matter. 

The  portions  of  the  tumour  which  could  be  collected  after  their 
removal  weighed  ten  ounces,  and  have  been  examined  by  Mr. 
Abraham,  who  reports  that  "  some  portions  have  the  structure 
of  nodules  agglomerated  together,  of  cellular  rapid-growing  carti- 
lage. The  interstitial  tissue  is  fibrous,  and  in  some  places  almost 
sarcomatous  in  appearance,  and  a  great  deal  of  myxomatous  tissue, 
loose  and  with  stellate  cells,  is  seen  at  intervals." 

With  such  an  unpromising  history  as  this,  I  was  surprised  in  the 
present  year  to  hear  that  my  patient  was  in  vigorous  health,  as  is 
well  bespoken  by  the  fact  that  he  is  now  following,  in  Limerick,  the 
perilous  and  trying  occupation  of  window-cleaner.  He  has  lately 
been  examined  by  my  friend,  Dr.  Malone,  who  writes  to  me  as 
follows  : — "  I  examined  him  carefully.  He  looks  very  well,  the 
nose  being  a  little  flat  and  broad,  with  a  cicatricial  seam  down  the 
frpnt,  nearly  in  the  middle  line.  The  septum  is  gone — all  but  half 
an   inch  up  from  the  columna.     The  speculum   showed  one  large 
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cavity  with  healthy  mucous  membrane.  He  breathes  freely  through 
the  nostrils,  and  readily  got  the  smell  of  aromat.  spts.  of  ammonia, 
but  could  detect  no  odour  in  rect.  spts.  of  wine,  tinct.  of  valerian, 
or  tinct.  of  assafoetida.  He  hears  well  with  each  ear.  The  sight 
of  the  right  eye  is  normal,  but  he  has  not  useful  vision  in  the  left 
eye,  though  it  looks  quite  healthy,  and  in  tension,  contraction  of 
pupil,  &c,  is  normal.  I  showed  him  the  title-page  of  the  "  Irish 
Medical  Directory,"  and  he  could  just  see  that  there  were  letters  in 
the  second  line,  "  Medical  Directory,"  but  could  not  distinguish  one 
of  them.  No  ozasna  or  discharge  of  any  kind.  He  uses  no  lotion. 
He  says  there  was  a  '  thick,  creamy  discharge  for  three  or  four 
months  after  operation,  but  it  is  all  gone  now.' "  a 

The  result  of  this  case  is  so  remarkable  that  I  have  thought  it 
worthy  of  record.  The  man  is  now,  more  than  two  years  after 
operation,  in  perfect  health,  and,  if  the  nature  of  the  growth  and  the 
extensive  invasion  of  osseous  tissue  it  had  made  be  remembered, 
the  result  is  surprising.  It  is  true  we  sometimes  see  nasopharyn- 
geal tumours  perish  by  sloughing,  and  so  cure  themselves  without 
operation  being  necessary,  but  that  process  could  only  take  place 
in  growths  of  a  different  character  from  this,  and  with  less  extensive 
attachments.  Here  the  vertebrae  were  so  largely  engaged  and  so 
much  of  their  substance  removed,  that  for  some  time  I  was  afraid 
to  let  the  patient's  head  be  rudely  moved  lest  displacement  of  his 
spine  should  take  place. 

The  points,  as  I  have  said,  which  my  cases  seem  to  teach,  are  : — 

1st.  That,  for  reasons  I  have  given,  such  an  operation  as  one  of 
those  described  generally  affords  sufficient  access  and  room,  without 
having  recourse  to  more  heroic  measures  ;  and — 

2nd.  That,  having  the  case  of  D.  K.  in  view,  there  is  hope 
from  operative  treatment  in  even  the  most  unpromising  instances 
of  the  disease. 

'  At  this  date  (June,  1884)  the  man  is  in  the  same  healthy  condition. 


A  CASE  OF  GUNSHOT  INJURY  WITH 
UNUSUAL  THORACIC  COMPLICATIONS. 

Br  WILLIAM  STOKES, 

Professor  of  Surgery,  Royal  College  of  Surgeons  ;  Surgeon  to  Richmond 
Surgical    Hospital. 

[Read  in  the  Surgical  Section,  December  7,  1 883.J 

A  twofold  reason  actuates  me  in  bringing  the  following  case  of 
gunshot  injury  under  the  notice  of  the  Surgical  Section  of  the 
Academy.  The  first  is  that  from  the  happy  rarity  of  such  cases 
here,  and  the  peculiar  signs  and  symptoms  in  this  particular  one, 
it  is  likely  to  prove  of  interest ;  and  the  second  is  the  hope  I 
entertain  that  certain  thoracic  phenomena  observed  in  it,  and  of 
which  I  find  it  difficult  to  offer  explanation,  may,  and  I  trust  will, 
be  elucidated  by  some  of  the  Academicians  here  this  evening  : — 

Case. — On  Sunday  afternoon,  September  16,  Mr.  J.  M.,  aged 
about  thirty-six,  a  clerk  in  the  Ordnance  Survey  Department,  was 
admitted  into  the  Richmond  Surgical  Hospital,  suffering  from  a 
gunshot  injury  which  he  had  accidentally  sustained  about  an  hour 
previously.  The  wound  was  received  near  Cabra,  about  a  mile 
from  the  hospital,  and  he-  was  able  to  walk  there  without  assist- 
ance, arriving  at  7  30  p.m. 

On  examination  a  bullet  wound  was  found  over  the  left  scapula 
about  an  inch  from  its  vertebral  edge  and  two  and  a  half  from  the 
inferior  angle.  There  had  been  no  haemoptysis  and  very  little 
external  bleeding  ;  but  the  patient  was  pallid  and  weak,  complained 
of  great  difficulty  in  breathing,  and  said  he  felt  as  if  his  heart  was 
"  getting  paralysed  and  had  not  sufficient  room."  The  patient 
was  put  to  bed  and  did  not  remain  in  it  for  more  than  a  few 
minutes,  as  he  said  he  felt  himself  "  getting  smothered."  He  could, 
undoubtedly,  breathe  much  more  easily  standing  or  sitting  upright, 
in  which  position  he  remained  for  several  hours.     At  10  15  p.m., 
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Mr.  Thornley  Stoker,  in  my  unavoidable  absence  from  town,  visited 
the  patient,  and  on  probing  the  wound,  found  that  it  passed  out- 
wards and  slightly  forwards.  On  percussion,  the  area  of  cardiac 
dulness  was  found  to  be  sensibly  increased.  There  was  a  distinct 
tumour  about  an  inch  or  an  inch  and  a  half  below,  and  to  the 
right  of,  the  left  nipple,  and  over  it  a  remarkably  distinct  crack- 
ling or  crepitating  sensation  could  be  felt.  The  tumefaction  was 
of  an  area  as  large  as  the  circumference  of  a  Tangerine  orange 
and  had  enough  prominence  to  be  distinctly  visible.  Over  this 
loud  gurgling  sounds  could  be  heard.  "The  supposition  in  my 
mind,"  Mr.  Thornley  Stoker  observed,  "  was  that  blood  and  air 
were  present  either  in  the  pericardium  or  sufficiently  near  to  it  to 
receive  marked  impulse  from  the  heart,  The  sound  was  a  loud 
gurgling,  such  as  the  bursting  of  gigantic  bubbles  would  be  likely 
to  produce,  and  was  distinctly  audible  at  a  distance  of  ten  feet 
from  the  patient.  There  was  dulness  in  the  lower  part  of  the 
pleural  sac." 

Shortly  after  his  admission  his  temperature  was  96°  ;  pulse,  80  ; 
and  respirations,  56. 

During  the  night  the  patient  slept  very  little,  was  greatly  troubled 
with  cardiac  spasms,  dyspnoea,  and  intense  thirst. 

At  10  30  a.m.  I  saw  the  patient  for  the  first  time.  His  face  was 
somewhat  flushed  and  had  an  expression  of  great  anxiety.  The 
pulse,  120  ;  temperature,  101*5°  ;  respirations,  56.  On  the  anterior 
surface  of  the  chest,  at  a  point  corresponding  a  little  to  the  right  of 
the  situation  of  the  cardiac  apex,  was  a  distinct  tumefaction  not  so 
prominent,  I  was  informed,  as  on  the  previous  evening,  but  increased 
in  width.  On  making  gentle  pressure  over  it,  a  distinct  crackling 
sensation  was  communicated,  suggesting  simultaneously  the  ideas  of 
fracture  and  emphysematous  crepitus.  Over  and  in  the  immediate 
vicinity  of  this  were  heard  distinct  friction  sounds,  which,  I  believed, 
were  due  to  pericardial  inflammation — a  view  which  subsequent 
investigation  did  not  verify.  The  left  side  was  found,  on  percussion, 
to  be  absolutely  dull  except  at  a  small  space  about  two  inches  in 
diameter  situated  a  little  to  the  left  of  the  cardiac  base;  this  space 
was  found  to  be  not  dull  but  distinctly  tympanitic.  The  respiratory 
sounds  were  feeble,  particularly  so  on  the  inferior  and  posterior 
aspect  of  the  chest  wall.  The  pulse,  temperature,  and  respirations 
remained  unchanged  during  the  day.  The  patient  was  ordered 
mercury,  grey  powder  in  3-grain  doses  thrice  daily. 

The  following  morning,  September  18,  the  patient  was  found  to 
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aave  slept  a  little,  but  no  material  change  was  observed  to  have 
taken  place ;  the  temperature,  pulse,  and  respiration  in  the  morning 
(being  101-2°,  127,  and  42  respectively,  and  in  the  evening  101-3°, 
(130,  and  40.     The  patient's  thirst  was  very  great,  as  well  as  the 

ilpain  over  the  anterior  and  lateral  portions  of  left  side  of  chest. 
Large  linseed-meal  poultices  were  ordered  to  the  chest,  and  ice  to 

'allay  the  thirst. 

On  September  19  I  found  the  patient  in  a  condition  of  extreme 

1  exhaustion  ;  the  dyspnoea  had  greatly  increased,  and  the  horizontal 
position  was  no  longer  tolerable.  He  had  to  be  raised  up  and  well 
supported  by  pillows.  The  temperature  rose  during  the  day  to 
104-3°  ;  the  respirations  to  44;  and  the  pulse  to  130.  The  heart's 
action  was  very  weak,  and  both  respiratory  and  cardiac  sounds  very 
feeble.  Towards  evening  the  patient  became  somewhat  delirious. 
At  our  President's  (Dr.  Banks')  suggestion,  he  was  ordered  pills 
containing  grey  powder,  quinine,  and  digitalis. 

The  day  following  (September  20),  the  patient  was  found  to  have 
had  a  very  bad  night,  the  symptoms  of  dyspnoea,  cardiac  distress, 
&c,  all  being  increased.  During  the  night,  too,  the  bowels  were 
moved  six  times ;  the  temperature,  pulse,  and  respiration  in  the 
morning  being  100-2°,  140,  and  48  respectively,  and  in  the  evening 
102°,  134,  and  36.  On  examination,  thece  was  found  to  be  consi- 
derable fulness  on  the  left  side,  with  displacement  of  the  heart 
towards  the  right  side.  There  was  great  difference  in  the  radial 
pulses,  that  on  the  left  side  being  considerably  weaker  than  on  the 
right.  The  respiratory  sounds  were  very  feeble,  especially  on  the 
posterior  aspect  of  the  lung  on  the  left  side.  On  comparing  the  two 
sides  of  the  chest  by  measurement,  the  left  was  found  to  exceed 
the  right  by  one  and  a  half  inches,  that  on  the  right  side  being 
seventeen  inches,  and  on  the  left  eighteen  and  a  half  inches.  The 
evidences  of  effusion  being  so  clear,  I  tapped  the  chest  with  a 
Dieulafoy's  aspirator  and  drew  off  fifty-six  ounces  of  a  dark  reddish 
serous  fluid,  on  letting  which  stand,  no  blood  coagula  formed.  The 
operation  was  attended  with  immediate  and  great  relief  to  all  the 
symptoms.  Pulse  became  stronger,  and  the  difference  between 
the  radial  pulses  was  no  longer,  to  such  an  extent,  perceptible. 
The  breathing  became  easier.  The  patient  became  much  more 
cheerful  and  hopeful  of  his  ultimate  recovery,  and  his  face  lost  the 
expression  of  anxiety  it  had  from  the  time  of  his  admission  into 
the  hospital. 

For   the    next    few  days  this  satisfactory   condition  of   things 
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continued ;  pulse,  temperature,  appetite,  freedom  from  pain,  power 
of  sleep,  and  hopefulness  on  the  part  of  the  patient,  all  being  such 
as  to  make  my  colleagues  and  myself  entertain  favourable  antici- 
pations as  to  the  result.  These  anticipations,  however,  were  not 
to  be  realised. 

On  Tuesday  morning,  September  25,  the  dyspnoea  again  became 
very  urgent.  The  cardiac  dislocation  was  considerably  increased. 
Pulse  and  temperature  rose ;  and  much  distress  was  caused  by 
cough,  accompanied  with  profuse  bronchial  expectoration,  but  un- 
tinged  with  blood.  Heart's  action  and  respiratory  sounds  became 
very  weak.  Moist  rales  could  be  heard  on  both  anterior  and 
posterior  aspects  of  right  side  of  the  chest.  A  consultation  of  my 
surgical  colleagues,  with  Dr.  Banks  and  Dr.  Gordon,  was  held,  to 
determine  if  paracentesis  should  be  again  performed.  A  decision 
not  to  perform  it  was  come  to,  chiefly  on  account  of  the  condition 
of  the  right  lung,  which  was  rapidly  tilling  with  catarrhal  secretion, 
and  the  condition  of  extreme  prostration  the  patient  was  in. 

At  3  o'clock  p.m.,  the  patient  got  suddenly  much  worse.  His 
face  was  congested,  swollen,  and  almost  purple  in  colour.  He  was 
bathed  in  profuse  perspiration,  and  the  dyspnoea  was  painful  in 
the  extreme  to  witness.  Hot  turpentine  stupes,  Hoffman's  ether, 
brandy,  and  turpentine,  were  given  in  small  quantities  at  short 
intervals ;  but  the  patient  got  worse  and  worse,  and  at  12  p.m.  he 
became  delirious,  in  which  state  he  remained  until  2  30  a.m.,  when 
he  died. 

The  autopsy,  made  by  Mr.  Thornley  Stoker,  was  performed 
nine  hours  after  the  patient's  death.  The  wound  was  situated 
apparently  an  inch  from  the  vertebral  edge  of  the  left  scapula,  and 
two  and  a  half  inches  from  its  inferior  angle.  On  introducing  a 
probe,  it  was  found  to  pass  forwards,  outwards,  and  downwards, 
piercing  the  scapula  about  an  inch  from  the  inferior  angle.  The 
bullet  then  was  found  to  have  entered  the  thoracic  cavity  between 
the  seventh  and  eighth  ribs,  splitting  the  lower  border  of  the  seventh 
rib  and  fracturing  the  eighth  rib.  At  this  point  was  found  a  small 
portion  of  cloth  evidently  belonging  to  his  clothing,  which  formed 
there  a  plug.  Some  splinters  of  bone  were  also  found  in  this 
situation.  Here,  also,  we  came  on  a  large  abscess  burrowing  among 
the  adjacent  muscles.     There  was  a  large  collection  of  grumous 
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fawn-coloured  fluid  in  the  pleural  sac,  and  the  lung  was  greatly, 
!in  truth  almost  completely,  collapsed.  The  bullet  was  found  to 
|have  penetrated  this,  passing  through  the  superior  border  of  inferior 
llobe,  and  emerging  at  the  inferior  border  over  the  pericardium,  and 
I  was  lodged  in  the  angle  between  the  diaphragm  and  the  sixth  inter- 
costal muscle  in  the  line  of  junction  of  the  cartilage  with  the  ribs, 
i  and  surrounded  and  retained  there  by  a  mass  of  recent  lymph.  Of 
this  there  were  copious  deposits,  not  only  on  the  pleura,  but  also 
numerous  flakes  of  it  were  detached  and  floating  about  in  the  enor- 
mous pleural  effusion.  On  the  right  side  the  pleura  was  normal, 
but  the  lung  was  congested,  emphysematous,  and  with  numerous 
hemorrhagic  infarctions.  There  was  no  evidence  of  any  pericardial 
complication. 

The  latter  fact  proved  that  I  was  in  error  in  supposing  that  the 
remarkable  loud  friction  and  crepitating  sounds  were  partly,  if  not 
altogether,  due  to  traumatic  pericarditis,  and  that  the  subsequent 
gradual  subsidence  and  ultimate  disappearance  of  them  was  due  to 
effusion  separating  the  serous  surfaces  from  each  other.  In  place 
of  this  the  pericardium  was  found  normal,  and  the  loud  friction 
sounds  were  obviously  connected  with  pleuritic  and  not  pericardial 
inflammation,  thus  affording  a  signal  illustration  of  the  difficulty 
that,  at  times,  attends  the  differentiation  of  the  friction  sounds  of 
pericarditis  from  those  of  pleuritic  inflammation.  In  this  case  the 
collapsed  condition  of  the  lung,  doubtless,  prevented  observance  as 
to  whether  there  was  any  correspondence  between  the  friction 
sounds  and  the  pulmonary  motions,,  thus  intensifying,  in  conse- 
quence, the  difficulty  of  diagnosis. 

A  remarkable  feature  to  be  noted  was  the  subsidence,  for  several 
days,  of  dyspnoea,  notwithstanding  the  existence  of  so  copious  a 
pleuritic  effusion,  and  also  the  absence  of  succussion  sounds, 
although  at  the  commencement,  at  all  events,  of  the  case,  a  double 
portal,  by  which  air  could  enter  the  cavity  of  the  pleura,  existed — 
one  being  the  wound  in  the  chest,  and  the  other  that  in  the  lung. 

The  phenomena,  however,  which  are  to  my  mind  of  most  interest 
and  greatest  difficulty  of  explanation  were  the  remarkable  tumefac- 
tion situated  to  the  right  of  the  left  nipple,  which  was  observed  on 
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the  patient's  admission  into  hospital,  and  from  which  were  heard — 
even  at  a  considerable  distance — the  loud  gurgling,  bubbling  sounds 
already  mentioned  ;  the  gradual  subsidence  and  ultimate  disappear- 
ance of  this  tumefaction,  as  well  as  the  sounds  connected  with  it, 
and  also  the  persistence,  on  gently  pressing  the  situation  of  the 
tumour,  of  that  peculiar  form  of  crepitation  which  was  well 
compared  by  Dr.  Banks  to  what  one  experiences  on  walking  on  crisp 
snow  during  a  hard  frost. 

Again,  the  remarkable  area  of  tympany  observed  in  front  of  the 
chest  when  the  patient  was  in  the  horizontal,  but  disappearing  and 
becoming  absolutely  dull  when  in  the  erect  position,  is  extremely 
difficult  of  explanation,  and  the  information  afforded  by  the  autopsy 
in  reference  to  this  was,  to  my  mind,  distinctly  negative. 

The  case  is  of  importance,  too,  as  illustrating  the  greater  danger 
attending  gunshot  fracture  of  the  ribs  when  the  lesion  is  produced 
at  the  point  of  entrance  of  the  missile.  This  fact  has  been  strongly 
emphasised  by  Surgeon  Brinton,  whose  remarks  are  quoted  in  the 
splendid  "  Medical  and  Surgical  History  of  the  "War  of  the  Re- 
bellion,'' by  Surgeon-General  Barnes,  United  States  Army.  Mr. 
Brinton  observes  that  "  an  unfavourable  prognosis  might  be  almost 
uniformly  given  when  a  ball  struck  a  rib  on  entering,  deflected 
inwards  the  sharp  points  of  the  broken  rib  and  drove  before  it  bony 
spiculas ;  whereas,  if  the  projectile  passed  in  through  an  intercostal 
space,  and  fractured  the  ribs  on  emerging  from  the  thorax,  far  less 
apprehension  need  be  felt."     (P.  488.) 

The  only  other  point  I  would  allude  to  is,  in  reference  to  treat- 
ment, and  on  this  I  shall  be  very  brief.  As  regards  instituting  any 
search  for  the  missile,  having  regard  to  our  necessarily  complete 
ignorance  as  to  its  whereabouts,  and  to  the  vital  nature  of  the  parts 
we  had  to  deal  with,  I  do  not  think  that  even  so  daring  an  operator 
as  the  late  Marion  Sims — whose  recent  death  all  interested  in  the 
progress  of  surgery  must  deplore,  and  whose  views  in  reference  to 
the  treatment  he  thought  should  have  been  adopted  in  the  case  of 
President  Garfield  are,  doubtless,  well  known  to  all  present — would, 
even  while  adopting  the  most  rigid  antiseptic  precautions,  have 
proposed  or  sanctioned  any  such  procedure. 
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I  consulted  several  of  the  standard  works  of  British  military 
surgeons  for  the  record  of  any  case  similar  to  the  foregoing  one  in 
the  hope  of  obtaining  light  or  leading  in  reference  to  either  its 
pathology  or  treatment,  but  my  search  was,  as  I  anticipated,  some- 
what like  an  attempt  to  draw  water  out  of  a  lime-kiln — fruitless. 
The  treatment  that  was  adopted  was,  in  the  main,  anodyne  and 
supporting,  the  only  operative  interference  carried  out  being  the 
paracentesis  ;  and  in  reference  to  this,  the  question  might  reasonably 
||  be  raised  as  to  whether  it  would  not  have  been  wise  to  insert  per- 
forated tubing  and  to  keep  up  drainage,  adopting  at  and  subse- 
quent to  the  operation  the  strictest  Listerian  antiseptic  precautions 
and  dressings,  the  importance  and  necessity  for  which  in  all  such 
cases  has  recently,  I  may  observe,  received  a  fresh  impulse  in  the 
Address  on  Gunshot  Wounds,  delivered  in  Bellevue  Hospital  Medical 
College,  New  York,  by  our  eminent  countryman,  Sir  William 
MacCormac. 

I  did  contemplate  adopting  drainage  at  the  time  I  performed 
paracentesis,  but  at  the  close  of  the  operation  the  patient  became 
so  weak  that  I  did  not  deem  it  prudent  to  proceed  any  further. 

Such  are,  briefly  stated,  the  main  facts  connected  with  the  history 
of  the  foregoing  remarkable  instance  of  gunshot  injury,  an  analogue 
to  which  I  have  searched  for  in  vain.  It  is,  in  truth,  rare  to  find  a 
case  presenting  unusual  but  clearly  defined  physical  phenomena  in 
which  post-mortem  investigation  has  not  succeeded  in  throwing  a 
ray  of  light  to  penetrate  the  obscuring  mist.  In  this  instance, 
however,  in  many  particulars  it  failed  to  do  so,  and  consequently 
the  phenomena  already  referred  to,  the  absence  of  haemoptysis,  the 
tumefaction  over  the  heart  which  was  observed  immediately  after 
the  accident,  and  which  subsequently  disappeared,  the  loud  gurgling, 
bubbling  sounds  connected  with  it  and  heard  at  a  distance  from  the 
patient,  the  area  of  tympany  observed  on  the  anterior  surface  of  the 
chest  when  the  patient  was  in  one  position  and  disappearing  when 
in  another,  and  the  absence  of  succussion  sounds ;  these,  while 
doubtless  offering  ample  scope  for  speculative  ingenuity,  must,  so 
far,  at  least,  as  I  am  concerned,  for  the  pi'esent  remain  unexplained 
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It  is  obviously  unnecessary  to  dwell  on  the  great  desirability  of 
determining  a  safe  and  efficient  means  by  which  permanent  relief 
from  the  inconvenience  and  dangers  of  hernia  can  be  obtained. 
To  devise  such  has  been  a  problem  that  at  various  times  has  much 
exercised  the  surgical  mind  from  a  remote  period  of  antiquity 
down  to  the  present.  Though  Listerism  in  this,  as  in  so  many 
other  departments  in  the  field  of  operative  surgery,  has  aided 
materially  in  advancing  our  knowledge  as  to  how  to  deal  with  this 
condition  in  a  more  radical  and  effective  way  than  surgeons  of  the 
pre-antiseptic  era  felt  justified  in  doing — notably  by  disarming  to 
a  great  extent  what  has  been  not  inaptly  termed  the  surgical 
"bogie"  of  our  predecessors — the  peritoneum — still  we  cannot 
altogether  say  we  have  yet  definitely  arrived  at  the  wished-for 
goal,  but  that  we  are  within  measurable  distance  of  it  cannot,  I 
think,  be  denied. 

In  reference  to  the  subject  of  radical  cure  for  hernia  it  is 
curious,  and,  in  truth,  instructive  to  note  in  how  short  a  time  the 
pendulum  of  surgical  opinion  has  swung  from  the  side  of  scepticism 
and  hostility  to  that  of  unwavering  belief  and  warm  advocacy. 
For  example,  on  consulting  several  recently-published  systematic 
treatises  on  surgical  principles  and  practice — notably  those  of 
Holmes,  Agnew,  Bryant,  Erichsen,  and  others,  in  reference  to  this 
subject — one  cannot  but  be  struck  by  either  the  violent  con- 
demnation, or  practical  ignoring  of  such  procedures  altogether,  that 
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is  to  be  found  in  these  works.  Mr.  Agnew  observes  that  "  after  a 
careful  review  of  the  various  operations  proposed  and  practised 
for  the  radical  cure  of  hernia,  not  one  can  be  said  to  be  satisfac- 
tory ;  and  it  is  a  question  of  grave  doubt  whether,  in  the  present 
state  of  our  knowledge  of  the  subject,  the  surgeon  is  justified  in 
resorting  to  any  other  treatment  than  that  of  a  properly-adjusted 
truss." a  Mr.  Holmes  remarks  that  of  the  many  operations  per- 
formed, "  it  may  be  said  of  all  of  them,  even  those  most  recently 
devised  and  most  carefully  thought  over,  that  they  usually  fail  in 
their  object  unless  assisted  by  the  pressure  of  a  truss — that  is  to 
say,  that  they  are  not  really  '  radical  cures,'  as  they  are  generally 
called  "  ("  Treatise  on  Surgery,"  1882,  p.  635).  In  the  other  works 
I  have  mentioned,  with  the  exception  of  Wutzer's  and  Wood's 
operations,  to  both  of  which  exception  is  taken,  there  is  little  said 
either  of  praise  or  disparagement.  The  eminent  American  author 
above  alluded  to,  does  not  hesitate  to  express  the  strongest  dis- 
approval, and  speaks  of  some  of  the  methods  for  the  cure  of  hernia 
as  being  "  barbarous  and  repulsive,"  among  which  I  may  mention 
excision  of  the  hernial  sac  occupies  a  foremost  place.  On  the  other 
hand,  we  must  remember  that  authorities  of  equal  trustworthiness — 
Lister,  Buchanan,  Annandale,  Banks,  Alexander,  Wutzer,  Wood, 
and  others,  hold  diametrically  opposite  views — views  which  would 
tend  to  show  that  the  group  of  procedures  to  which  the  compre- 
hensive but  somewhat  vague  term  of  "  operations  by  dissection  " 
has  been  given,  have  been  attended  with  results  which  should 
make  us  hopeful  and  confident  of  such  operations  being  ultimately 
recognised  as  not  only  justifiable,  but  essential  in  the  surgical 
treatment  of  rupture,  whether  it  be  congenital  or  acquired, 
reducible,  incarcerated  or  strangulated. 

The  object  of  the  various  operations  hitherto  proposed  and 
advocated  is,  in  fact,  to  imitate  what  Nature  does  when  she  effects 
a  cure  unaided  by  surgical  art — viz.,  obliteration  of  the  neck  of 
the  sac,  combined  with  approximation  and  union  of  the  tendinous 
structures  about  the  hernial  passages.  This  is  the  principle 
embodied  in  the  invagination  operation  of  Wutzer,  in  the  ingenious 
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but  complicated  method  of  "Wood,  in  the  transplantation  method 
of  Dzondi,  in  the  treatment  of  local  irritation  combined  with 
pressure  by  the  method  of  Belmas,  of  irritation  in  the  sac  by 
means  of  goldbeater's  skin  and  bits  of  gelatine,  by  injection  of 
iodine  (Pancoast),  by  scarification  (Velpeau),  by  the  seton  (Riggs), 
and  lastly,  by  the  so-called  method  by  "  dissection,"  which  has  the 
o-reat  advantage  of  enabling  the  surgeon  to  deal  directly,  not  alone 
with  the  sac,  but  also  with  the  tendinous  structures  of  the  hernial 
passages. 

Of  the  operations  performed  on  the  sac,  several  have  been  men- 
tioned by  Professor  Annandale  and  others.     Among  these  are  : — 

I.  The  ligature  of  the  neck  of  the  sac  alone. 

II.  The  ligature  of  the  neck  of  the  sac,  and  invagination  of  the 
ligatured  sac  into  the  abdominal  cavity. 

III.  The  ligature  of  the  neck  of  the  sac,  and  excision  of  the  sac 
below  the  ligature. 

IV.  The  ligature  of  the  neck  of  the  sac  with  excision  of  the 
sac,  and  stitching  together  the  margins  of  the  abdominal  opening 
(Annandale). 

V.  Ligature  of  the  neck  of  the  sac  close  to  the  internal  ring,  so  as 
to  make  the  peritoneum  flush  over  the  inner  opening  (Alexander). 

VI.  Division  of  the  sac  into  two  halves,  except  at  back  where  it 
adheres  to  the  cord ;  one-half  folded  down  over  the  testicle,  the 
other  rolled  into  a  sort  of  plug,  which  was  pushed  into  the  internal 
abdominal  ring  (Buchanan). 

VII.  Closure  of  the  canal  and  pillars  of  the  ring  by  a  sub- 
cutaneous cross-suture  (Fitzgerald). 

It  will  be  observed  that  in  the  first  five  of  these  operations  the 
closure  of  the  neck  of  the  sac  is  brought  about  by  the  application 
of  a  ligature,  and  that  in  three  of  them  excision  of  the  sac  is  a 
prominent  feature  of  the  operation.  Let  us  consider  what  this 
necessitates,  and  whether  the  same  result  as  regards  the  hernia 
may  not  be  obtained  by  simpler  means,  and  means  less  likely  to  be 
attended  with  serious  local  and  constitutional  consequences.  It 
necessitates  a  tedious  and  difficult  dissection  ;  for  everyone  conver- 
sant with  hernia  knows  that,  as  a  rule,  the  detachment  of  the  sac 
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is  much  easier  in  theory  than  in  practice,  and  that  to  accomplish 
it  a  great  deal  of  what  Mr.  Mitchell  Banks,  in  somewhat  odd  but 
expressive  language,  terms  "  mauling,"  is  required.  Though  I 
should  be  sorry  to  apply  to  this  and  to  excision  of  the  sac  such 
forcible  epithets  as  "  repulsive  "  and  "  barbarous,"  still  it  must,  I 
think,  be  considered  unsurgical,  for  the  simple  reason  that  it  is 
unnecessary,  and  may  be  fraught  with  much  secondary  local 
trouble,  and  possibly  constitutional  peril. 

The  great  amount  of  disturbance  of  the  parts  consequent  on 
making  a  sort  of  artificial  tunica  vaginalis,  as  in  the  operation  of 
Professor  Buchanan,  and  the  danger  of  making  undue  pressure  on 
the  cord  in  the  operation  of  Dr.  Fitzgerald,  would  make  me  hesi- 
tate to  adopt  either  method. 

The  plan  which  my  colleagues  and  I  in  the  Richmond  Hospital — 
where  such  exceptionally  large  numbers  of  ruptured  persons  are 
inspected  at  the  monthly  distribution  of  trusses — have  of  late 
adopted  in  suitable  cases,  is  not  the  application  of  a  ligature 
en  masse  round  the  neck  of  the  sac,  or  this  procedure  coupled  with 
excision  of  the  sac  below  the  ligature,  but,  I  believe,  a  simpler  and, 
at  all  events,  equally  efficacious  procedure.  It  consists  in  the 
insertion  through  the  opened  neck  of  the  sac,  and  close  up  to  the 
external  abdominal  ring,  of  a  deeply-inserted  carbolised  catgut 
suture  or  sutures,  according  to  the  size,  width,  and  depth  of  the 
neck  ;  and  this  is  followed  by  the  approximation  or  closure  of  the 
canal  and  pillars  of  the  ring  by  the  insertion  of  two  or  more 
sutures  of  a  stronger  and  more  durable  material,  such  as  chromi- 
cised  catgut,  carbolised  silk,  or  silver  wire..  It  is,  in  fact,  a  dual 
system  of  suture,  one  being  peritoneal  and  the  other  intercolumnar. 
I  believe  that  in  the  great  majority  of  cases  this  procedure  will  be 
found  to  be  attended  with  satisfactory  results,  always  provided 
that  rigid  Listerian  antiseptic  precautions  are  taken  during  and 
subsequent  to  the  operation. 

I  may  now  state,  and  I  shall  do  so  with  all  brevity,  the 
particulars  of  a  few  cases  of  hernia,  taken  among  others  from 
my  case-book,  which  will  fairly  illustrate  what  I  have  just 
observed. 

K 
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Case  I. — A  female,  aged  forty,  was  admitted  into  the  Richmond 
Surgical  Hospital,  under  my  care,  on  July  19,  1882,  suffering  from 
strangulated  inguino-labial  hernia  of  unusually  large  dimensions. 
Previously  the  tumour  had  frequently  appeared,  but  there  had 
never  been  any  difficulty  in  its  reduction.  Four  days  before  her 
admission  into  hospital  the  hernia  had  come  down,  and  become  very 
painful.  She  made  the  usual  attempts  to  reduce  it,  but  without 
success.  On  the  following  evening  she  came  to  hospital,  when  the 
resident  surgeon  succeeded  in  reducing  it,  and  applied  a  compress 
and  spica  bandage  to  prevent  its  recurrence.  She  then,  contrary 
to  advice  given,  left  the  hospital,  and  on  the  day  following  the 
tumour  reappeared,  but  no  surgical  aid  was  sought  for  until 
three  days  had  elapsed,  when  she  was  again  admitted  with  distinct 
evidence  of  strangulation.  The  tumour  was  much  larger  than 
when  she  first  sought  relief,  and  was  much  more  tense  and 
painful.  All  the  usual  symptoms  and  signs  of  strangulation 
were  present,  and  in  a  marked  degree.  Taxis  was  carefully  em- 
ployed while  the  patient  was  in,  and  after  she  was  taken  out  of,  a 
warm  bath  ;  also  when  she  was  under  the  influence  of  an  anaesthetic. 
But,  all  attempts  failing,  I  was  then  sent  for,  and  I  at  once  deter- 
mined upon  performing  herniotomy.  On  opening  the  sac,  and 
exposing  the  protruding  intestine,  I  found  it  of  a  dark  brown, 
chocolate  colour — so  discoloured,  in  truth,  that  after  division  of  the 
stricture  I  had  some  hesitation  in  reducing  it.  However,  I  did  so, 
and  then  introduced  two  fine  carbolised  catgut  sutures  through  the 
neck  of  the  sac,  one  a  deep  one  and  the  other  superficial,  uniting 
its  divided  edges.  Two  other  sutures  of  strong,  thick  carbolised 
catgut  were  inserted  by  means  of  a  nsevus  needle  through  the 
pillars  of  the  ring,  on  securing  which  the  opening,  save  at  its 
most  inferior  and  internal  part,  was  found  to  be  effectually  closed. 
The  edges  of  the  wound  were  then  united  by  several  points  of  in- 
terrupted suture,  and  a  small  drainage-tube  inserted.  The  strictest 
antiseptic  precautions  were  taken  throughout.  It  is  unnecessary 
to  give  an  account  of  the  daily  progress  to  recovery  of  the  patient. 
With  the  exception  of  the  formation  of  an  abscess  in  the  labium, 
nothing  untoward  occurred.  The  rupture  never  reappeared,  and 
when  she  coughed  there  was  little  or  no  impulse  communicated. 
On  August  2nd  she  left  hospital  and  returned  home,  and  I  had 
frequently  an  opportunity  of  seeing  the  patient  subsequently, 
examining  the  situation  of  the  hernia,  and  satisfying  myself  of  its 
non-recurrence. 
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Case  II. — D.  M.,  aged  forty-four,  a  house-painter  by  occupation, 
a  strongly-built  man  of  medium  height,  was  admitted  into  the 
Richmond  Surgical  Hospital,  under  my  care,  on  November  19, 
1882,  suffering  from  strangulated  inguinal  hernia  on  the  left  side. 
By  a  curious  coincidence  he  had  suffered  from  strangulated  hernia 
five  years  previously  on  the  right  side,  and  had  undergone  an 
! operation  for  its  relief  at  the  hands  of  Mr.  Bickersteth,  the  eminent 
j  surgeon  of  Liverpool. 

On  examination  I  found  a  large  inguinal  hernia  on  the  left  side, 
the  abdomen  somewhat  tympanitic,  and  the  tumour  painful.  The 
strangulation  was,  according  to  the  patient's  account,  apparently 
!  of  two  days'  duration.  He  suffered  much  from  hiccough  and 
vomiting,  and  the  other  usual  signs  and  symptoms  of  strangulated 
intestine.  The  tumour  was  very  large,  and  its  integumental 
covering  tense — so  much  so,  that  from  the  first  I  did  not  anticipate 
that  taxis,  or  anything  short  of  herniotomy,  would  be  likely  to  re- 
lieve the  patient.  Taxis  was  tried,  but,  as  I  expected,  proved 
unavailing.  I  accordingly  cut  down  on  the  tumour,  and  on  opening 
the  sac  introduced  my  finger  and  found  that  the  stricture  was  not 
an  exceptionally  tight  one,  but,  owing  to  the  enormous  coil  of 
intestines  which  had  escaped,  reduction  was  found  to  be  impossible 
without  division  of  the  stricture,  which  was  done  by  Dr.  Corley's 
hernia  knife.  Even  after  this,  reduction  was  very  difficult,  and  only 
effected  after  a  very  tedious  and  proti-acted  effort.  There  was  not 
much  intestinal  congestion  or  inflammation,  which  was  remarkable 
considering  the  acute  symptoms  of  strangulation  which  were  pre- 
sent. I  then  inserted  two  sutures,  as  in  the  former  case,  through 
the  neck  of  the  sac,  and  two  more  of  strong  chromic  catgut  through 
the  pillars  of  the  ring,  and  then  closed  the  wound. 

The  result  of  this  case  was  as  satisfactory  as  the  former.  Some 
months  after  the  operation  I  saw  the  patient,  who  was  so  pleased 
with  the  result  that  he  urged  me  very  strongly  to  operate  on  the 
other  side  in  order  that  he  might  be  able  to  dispense  with  the 
truss  which  he  was  obliged  to  wear  to  keep  up  the  hernia  there. 
I  did  not,  however,  at  the  time  see  my  way  to  acceding  to  this 
request. 

This  case,  I  may  mention,  I  exhibited  here  last  session. 

The  importance  of  using  a  more  durable  material  than  catgut, 
whether  carbolised  or  chromicised,  for  stitching  the  pillars  of  the 
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ring,  is  well  illustrated  in  the  following  case  of  congenital  inguinal 
hernia  that  I  operated  on  last  August : — 

Case  III. — William  W.,  aged  three,  a  well-nourished  male 
child,  was  admitted  into  the  Richmond  Surgical  Hospital,  under 
my  care,  on  August  12,  1883,  on  account  of  an  exceptionally  large 
congenital  inguino-scrotal  hernia.  This  had  of  late  greatly  in- 
creased in  size,  and  was  quite  as  large  as  a  full-sized  Jersey  pear. 
No  difficulty  attended  its  reduction,  and  when  this  was  accom- 
plished the  external  abdominal  ring  was  found  to  be  so  large  as  to 
easily  admit  the  points  of  two  fingers.  No  pad  or  bandage  could 
retain  it  for  more  than  a  few  hours.  On  August  15,  I  performed 
an  operation  with  the  view  of  obliterating  the  neck  of  the  sac  and 
closing  the  ring.  Having  reduced  the  hernia,  I  made  a  free 
integumental  incision,  commencing  from  without  at  a  point  about 
a  quarter  of  an  inch  external  to  the  internal  ring,  and  carrying  it 
downwards  and  inwards  for  a  distance  of  fully  two  inches.  The 
tissues  were  then  carefully  divided  on  a  Fergusson's  director,  as  in 
the  ordinary  operation  for  strangulated  hernia,  down  to  the  sac. 
This  was  opened  immediately  below  the  external  ring,  and  the 
divided  edges  were  held  forwards  with  catch  forceps  to  enable  two 
deep  sutures  to  be  inserted,  which  kept  the  opposing  inner  surfaces 
of  the  sac  in  apposition,  and  in  that  way  the  neck  was  closed.  I 
then  approximated  the  edges  of  the  external  ring  by  a  strong 
chromicised  catgut  suture,  introduced  through  the  external  pillar 
and  brought  across  the  ring  and  through  the  internal  pillar  at  some 
distance  from  its  edge.  Superficial  interrupted  sutures  were  then 
inserted  and  the  wound  was  dressed  Avith  antiseptic  precautions. 
After  the  operation,  the  case  progressed  satisfactorily,  the  wound 
healed  readily,  and  I  then  was  pleased  to  find  that  the  parts  were  so 
matted  together  and  the  ring  was  closed  so  as  to  effectually  prevent 
the  descent  of  the  hernia.  The  patient  was  kept,  by  my  directions, 
for  fully  a  month  after  the  operation,  in  order  that  I  might  observe 
if  it  was  likely  to  be  a  permanent  success,  and  things  remaining  in 
the  same  satisfactory  condition,  I  allowed  the  patient  to  be  taken 
home.  Three  months  subsequently  I  was  much  disappointed  at 
learning  from  the  mother  of  my  patient  that  the  hernia  had  re- 
appeared, and  had  done  so  suddenly  the  day  before  while 
straining  at  stool.  Subsequently  I  saw  the  patient,  and  finding 
the  mother's  statement  was  substantially  correct,  urged  on  her  the 
desirability  of  having  the  operation  repeated,  but  she  declined  to 
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accede  to  this  proposal.  Should  she,  however,  eventually  alter  her 
mind  in  reference  to  this,  I  will,  in  the  first  place,  use  chromicised 
gut  for  stitching  the  neck  of  the  sac,  and  close  the  canal  and  ex- 
ternal ring  by  silver  wire  sutures.  Had  I  done  so  in  the  first 
instance  I  believe  the  cure  would,  in  every  sense  of  the  word,  have 
been  a  radical  one. 

The  result  in  the  following  case  was  more  satisfactory  : — 

Case  IV. — Mary  B.,  aged  forty-eight,  a  delicate-looking  woman, 
was  admitted  into  the  Richmond  Surgical  Hospital  on  the  21st  of 
last  May,  suffering  from  a  strangulated  inguino-labial  hernia  of 
exceptionally  large  size.  It  was  fully  the  size  of  a  cocoa-nut.  It 
had  recently,  she  stated,  greatly  increased  in  size,  having  been,  a 
short  time  previously  to  her  admission  into  hospital,  only  about  the 
size  of  an  egg.  She  complained  greatly  of  pain,  which  she  referred 
mainly  to  the  region  of  the  umbilicus ;  also  of  nausea  and  vomiting, 
of  which  she  had  had  several  attacks  shortly  before  coming  into 
hospital.  The  tumour  was  very  hard  and  painful.  On  this 
occasion  I  succeeded  in  reducing  the  hernia  after  the  use  of  warm 
baths  and  careful  taxis.  A  day  or  two  after  the  patient  left  the 
hospital  without  my  authorisation.  On  the  26th  of  May,  however, 
she  returned  to  hospital  suffering  more  acutely  from  strangulation 
than  on  the  former  occasion.  Taxis,  employed  as  before  while  the 
patient  was  in  a  hot  bath,  and  again  after  she  was  taken  out  of  it, 
did  not  succeed ;  nor  did  any  better  result  attend  the  operation 
when  tried  subsequently  by  Dr.  Corley  and  myself,  the  patient 
being  under  the  influence  of  ether.  I  accordingly  performed  an 
operation  similar  in  its  details  to  those  already  described — viz., 
exposure  and  opening  of  the  sac,  division  of  the  stricture,  reduction 
of  the  protruding  intestine,  stitching  the  neck  of  the  sac,  the 
insertion  of  intercolumnar  sutures  (in  this  case  two  being  employed), 
and  finally  closing  the  skin  wound  with  numerous  points  of  inter- 
rupted suture,  a  small  drainage-tube  being  inserted  and  left  in 
the  lower  angle  of  the  wound.  The  healing  of  the  wound  pursued 
a  perfectly  aseptic  course.  On  June  3rd  the  patient  returned  home, 
and  since  then  has  been  frequently  inspected,  and  no  evidence  of 
any  return  of  the  rupture  observed. 

Although  these  cases  are  few  in  number  and  insufficient  to  enable 
me  to  speak  dogmatically  of  the  radical  cure  of  hernia  by  an  opera- 
tion which  may  be  termed  peritoneal  and  intercolumnar  suture — 
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a  title  suggested  to  me  by  my  colleague,  Mr.  T.  Stoker — still,  as  far 
as  the  cases  go,  they  are  of  much  interest  and  surgical  importance 
especially  taken  with  others  operated  on  in  a  somewhat  similar 
way  by  my  colleagues ;  and  I  think  it  is  not  too  much  to  say  they 
should  make  us,  if  not  confident,  at  least  hopeful  that  we  are 
working  in  the  right  path  towards  determining  the  treatment  that 
is  most  likely  to  prove  efficient  in  the  permanent  cure  of  one  of  the 
most  serious  ills  to  which  man  is  liable — one  which  in  youth  and 
early  manhood  renders  the  enjoyment  of  athletic  exercises  unsafe, 
prevents  the  sufferer  entering  most  branches  of  the  public  service, 
and  at  times  renders  his  life  utterly  miserable,  from  the  lasting 
annoyance  of  a  truss,  and  the  constant  dread  of  strangulation. 


THE  RADICAL  CURE  OF  INGUINAL    HERNIA. 

By  JOHN  K.  BARTON,  F.R.C.S. ; 

Ex-President  of  the  Royal  College  of  Surgeons  ;  Surgeon  to  the 
Adelaide  Hospital,  &c. 

[Read  in  the  Surgical  Section,  January  11,  1884.] 

The  great  advantages  to  be  obtained  in  cases  of  hernia,  by  a  radical 
cure,  over  the  palliative  treatment  by  a  truss,  must  have  forcibly 
presented  themselves  to  the  minds  of  surgeons  since  the  time  when 
this  disease  was  first  understood  ;  but,  although  various  operations 
were  devised  and  performed  by  Gerdy,  Signorini,  and  others,  it  was 
not  until  Wutzer,  of  Bonn,  in  1838,  published  a  description  of  his 
operation,  that  the  attention  of  surgeons  generally  was  directed  to 
this  subject. 

The  verdict  which  time  has  pronounced  upon  Wutzer's  operation 
is  unfavourable,  and  the  same  may  be  said  of  Agnew's  modification 
of  it,  which  may  account  for  the  opinion  expressed  by  that  distin- 
guished author  and  surgeon,  who,  after  he  has  described  all  the 
various  operations  yet  practised  for  the  radical  cure  of  hernia, 
writes  thus  : — "  Not  one  can  be  said  to  be  satisfactory ;  and  it  is  a 
question  admitting  of  grave  doubt  whether,  in  the  present  state  of 
our  knowledge  on  the  subject,  the  surgeon  is  justified  in  resorting 
to  any  other  treatment  than  that  by  a  properly-adjusted  truss." 
Professor  Wood,  of  King's  College,  London,  has  shown  by  the 
success  which  has  followed  his  method  of  operating  in  his  own 
hands,  that  this  in  his  case,  at  all  events,  is  not  true,  as  his  per- 
centage of  deaths,  in  a  very  large  number  of  cases,  is  between 
one  and  two  per  cent.,  while  he  reports  three-fourths  of  his  cases 
as  permanently  cured.  He  informs  us  that  constant  application  is 
made  to  him  by  persons  seeking  employment  in  the  public  service, 
and  by  others  who  purpose  proceeding  to  India  or  elsewhere,  to 
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have  his  operation  performed,  and  that  he  now  performs  it  for  all 
such — if  they  are  in  good  general  health — without  fear  of  ill  effect 
and  with  confidence  as  to  the  result.  Wood's  operation  is  a  clever 
combination  of  the  plan  of  invagination  with  direct  closure  of  the 
internal  ring,  and  it  is  chiefly  upon  this  latter  that  its  success 
depends.  If  any  part  of  the  inguinal  canal  be  left  open,  the  hernia 
will  descend,  so  far  as  it  is  open,  through  it,  and  when  it  has  done 
so,  it  will  form  the  thin  edge  of  a  wedge,  which  will,  in  time,  press 
down  and  overcome  any  obstacle  which  invaginated  fascia  or  skin 
may  present,  and  thus  reproduce  the  hernial  protrusion  ;  but,  if  the 
internal  ring  be  completely  and  permanently  closed,  this  cannot 
take  place.  If  this  reasoning  be  true,  it  follows  that  Wood's 
operation  may,  with  advantage,  be  simplified  by  oriiitting  the  in- 
vagination part  and  taking  care  that  the  closure  of  the  ring  be 
really  accomplished.  This,  by  his  subcutaneous  method  of  operating, 
cannot  be  done  satisfactorily,  at  least  by  hands  less  practised  than 
his  own,  and  therefore,  if  the  radical  cure  of  inguinal  hernia  is  to 
be  practised  by  surgeons  everywhere,  it  becomes  necessary  to 
institute  for  Wood's  method  of  operating  one  at  once  more  simple 
and  more  sure.  This  is  found  in  the  direct  method.  Professor 
Gross,  of  Philadelphia,  thus  describes  this  operation  as  practised 
by  him:  "The  most  rational  radical  treatment  of  hernia  is  un- 
doubtedly the  direct,  as  it  may  be  termed,  consisting  in  cutting 
down  upon  the  parts,  refreshing  the  edges  of  the  opening  of 
descent,  and  approximating  them  with  wire  sutures,  retained  either 
permanently  or  until  complete  consolidation  has  been  effected. 
The  operation,  it  will  be  perceived,  is  founded  upon  the  same  prin- 
ciple as  that  for  hare-lip  and  cleft  palate,  and  will,  if  properly 
executed,  be  much  more  likely  to  answer  the  purpose  than  the 
process  of  invagination,  now  so  much  in  vogue,  and  for  the  most 
part  80  worthless."8 

Professor  Gross  had,  when  writing  this,  performed  the  operation 

twice,  and  with  encouraging  success.     The  special  features  of  this 

operation  are: — First,  it  is  open;  the  surgeon  sees  exactly  what 

he  is  doing,  and  can,  with  certainty  and  precision,  draw  the  pillars 

"  Gross,  Surgery.    Vo*.  XVI.,  p.  513. 
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if  the  ring  into  close  contact.  Secondly,  it  closes  the  opening 
<  hrough  which  the  hernia  descends  at  its  abdominal  aperture,  and 
l|,ot  in  the  canal.  Both  of  these  are  important  points  which  reeom- 
Haend  the  operation  as  one  likely  to  fulfil  the  requirements  of  the 
I  ase ;  and  if  we  can  add  from  experience,  that  it  is  at  once  safe 
J  ind  permanently  successful,  then  we  have  all  we  can  desire  in  the 
j.vay  of  an  operation  for  the  radical  cure  of  inguinal  hernia. 

I  now  relate  to  the  Academy  the  particulars  of  three  cases 
i operated  upon  by  me  by  this  method,  with  the  difference  from  that 

I  described  by  Professor  Gross,  that  in  no  case  did  I  refresh  the 
ledges  of  the  ring,  but  simply  drew  them  into  close  contact  by 
| strong  silver  wire,  which  in  one  case  only  was  removed,  and  may^ 

II  believe  as  a  rule,  be  left  in  with  decided  advantage  : — 

Case  I. — A  fine  little  boy,  aged  between  two  and  three  years, 
was  brought  to  me  in  April,  1882,  from  Newtownbutler,  Co. 
Fermanagh,  with  a  note  from  Dr.  Fitzgerald,  asking  me  to  see  if 
anything  could  be  done  for  a  large  inguinal  hernia  on  the  right 
side,  which  he  had  failed  to  keep  up  by  any  means,  having  in  vain 
tried  to  do  so  with  a  variety  of  trusses.  Upon  examination  I  found 
a  large  scrotal  hernia,  nearly  the  size  of  the  child's  head,  on  the 
right  side ;  it  could  be  reduced  after  some  manipulation,  but  the 
ring  was  so  wide  that  it  was  impossible  to  keep  it  up  when  the 
child  cried  or  coughed ;  trusses  had  been  abandoned  as  useless. 

The  child  was  a  remarkably  fine  vigorous  boy,  one  of  twins  ;  the 
birth  was  difficult  and  prolonged,  and  when,  at  last,  this  child  was 
born,  the  nurse  noticed  the  hernial  protrusion ;  it  had  probably 
been  produced  during  the  birth. 

Upon  the  15th  of  April,  1882,  a  few  days  after  his  admission, 
the  note  taken  by  the  dresser  states  that  when  the  child  was  crying 
the  hernia  descended  almost  to  his  knees. 

Upon  the  18th  of  April  I  performed  the  operation  with  every 
Listerian  precaution.  An  incision,  two  inches  in  length,  was  made 
obliquely  from  above  downwards  and  inwards,  its  upper  extremity 
corresponding  to  the  internal  ring  ;  the  fascia  was  carefully  divided 
upon  a  director,  and  when  the  internal  ring  was  reached  the  index 
finger  of  the  left  hand  was  introduced  into  it,  so  as  completely  to 
prevent  the  descent  of  the  hernia,  and,  at  the  same  time,  to  regulate 
the  next  step,  which  was  the  introduction  of  the  wire  suture  ;  and 
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for  the  remainder  of  the  operation  the  finger  maintained  this 
position.  A  curved  needle,  with  the  eye  close  to  the  point,  was 
then  passed  through  the  inner  pillar  of  the  ring  (care  being  taken 
not  to  introduce  it  too  near  its  free  edge),  and,  guided  by  the  left 
forefinger,  was  safely  carried  across  the  ring  and  through  the  outer 
pillar  from  behind  forwards ;  a  strong  silver  wire  was  then  passed 
through  the  eye,  and  the  needle  was  withdrawn ;  thus  the  first 
wire  stitch  was  introduced,  and  similarly  a  second — only  two  were 
placed  in  this  case — the  finger  was  then  withdrawn,  and  the  wire 
was  tightened,  drawing  the  sides  of  the  ring  into  close  contact. 
When  firmly  secured  by  twisting,  the  cut  ends  were  carefully  bent 
down  so  as  to  lie  in  the  axis  of  the  wound,  and  not  project  either 
forwards  or  backwards.  Drainage  was  provided  for  by  a  few 
catgut  threads,  the  wound  was  then  closed,  and  dressed  with  pro- 
tective and  gauze ;  three  drops  of  liq.  opii  sed.  was  administered, 
and  the  child  removed  to  bed ;  the  temperature  was  100-5°  in  the 
evening. 

19th  April. — Morning  temperature,  99*8°  ;  evening  temperature, 
100-4°. 

20th. — Morning  temperature,  99°;  evening  temperature,  100°. 
The  wound  dressed  antiseptically  ;  looked  very  well ;  bowels  moved 
twice. 

21st. — Morning  temperature,  100-2°;  evening  temperature,  101°. 

22nd. — Wound  dressed ;  a  little  pus  was  found ;  scrotum  was 
swollen  on  right  side;  morning  temperature,  100*2°;  evening 
temperature,  100'2°. 

25th. — Morning  temperature,  98'6° ;  wound  rather  open. 

The  wound  slowly  granulated,  and  on  the  15th  of  May  had 
almost  quite  healed,  but  would  not  completely  heal.  Evidently 
the  wire  was  keeping  it  open,  but  I  refrained  from  any  interference 
with  the  wire.  The  child  was  allowed  up  on  May  26th,  when  the 
hernia  came  down  a  little.  He  was  then  confined  to  bed,  and  a 
month  passed,  during  which,  although  he  was  always  jumping 
about,  and  continually  shouting,  and  frequently  crying,  no  protru- 
sion took  place.  Early  in  July  the  wound  became  inflamed,  and 
opened,  and  I  then  thought  it  best  to  remove  one  wire  stitch,  the 
twisted  end  of  which  was  found  projecting  in  the  wound.  After 
this  the  wound  healed  soundly.     1  then  had  a  light  truss  made 
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'upon  the  plan   of  L'Estrange's,  and   allowed  the  child   up.     No 

further  protrusion  took  place,  and  he  left  hospital  and  returned 

to  the  country,  where,  as  I  was  informed,  he  remained  well,  and 

I  able  to  wear  the  truss.     Quite  recently,   however,  I  have  had  a 

|  letter  from  Dr.  Fitzgerald,  in  which  he  tells  me  that  the  operation 

,  has  not  proved  a  success,  as  the  hernia  has  returned,  and  now 

!  descends  into  the  scrotum,  but  whether  it  is  capable  of  being  held 

up  by  a  truss  or  not  he  does  not  say. 

Case  II. — Mr.  K.,  aged  twenty,  a  remarkably  muscular  and 
healthy  young  man,  came  to  me  in  the  month  of  July,  1883,  stating 
that,  being  desirous  of  obtaining  a  commission  in  the  army,  he  had 
prepared  himself  for  the  examination,  but  previously  to  his  admis- 
sion to  it  he  was  submitted  to  a  physical  examination,  when  a  small 
hernia  was  discovered,  of  the  existence  of  which  he  was  ignorant 
before,  and  he  was  told  he  could  not  be  received.  He  was  informed, 
however,  by  Surgeon-General  M'Kinnon,  that  if  the  hernia  was 
radically  cured  he  would  pass  him.  Under  these  circumstances  he 
applied  to  me,  and  I  did  not  hesitate  to  recommend  him  to  undergo 
the  direct  operation.  The  hernia  being  a  small,  reducible,  left 
inguinal  one,  and  the  patient  being  in  splendid  health,  and  a 
teetotaller,  the  operation  was  performed  upon  the  3"lst  of  July 
last ;  two  strong  silver  wire  sutures  were  introduced.  He  suffered 
rather  severe  pain  in  the  abdomen  for  two  or  three  days,  but  his 
temperature  did  not  rise  above  99°;  the  pain  was  relieved  by  hot 
poultices  externally,  and  half  a  grain  of  opium  three  times  a  day 
internally.  The  wround  had  completely  healed  on  the  20th  of 
August,  after  which  he  was  allowed  up  with  a  light  truss  on. 

I  did  not  see  the  patient  at  this  time,  as  I  had  left  town  for  a 
holiday,  but  when  I  returned  in  September  he  called  on  me  to 
say  that  a  few  days  after  I  last  saw  him  a  slight  protrusion  had 
taken  place  below  the  situation  of  the  sutures,  and  that  whenever 
he  took  off  the  truss  the  hernia  appeared  there.  Upon  examination 
I  found  that  it  was  so,  and  I  concluded  that  two  stitches  were 
insufficient  in  this  case,  and  must  be  supplemented  by  another, 
or,  perhaps,  two  more.  The  patient  was  anxious  to  have  the 
operation  completed  as  soon  as  possible — so  on  the  27th  of 
September  a  second  operation  was  performed ;  the  lower  wire, 
inserted  at  the  first  operation,  was  found  and  another  put  in  close 
to  it,  and  a  second  at  a  little  distance  further  down.     When  these 
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were  tightened  the  opening  was  most  securely  closed,  but  the 
aperture  left  for  the  cord  was  so  small  that  I  feared  some  incon- 
venience might  follow — but,  anxious  to  secure  the  success  of  the 
operation,  I  left  it  as  it  was. 

The  case  was  throughout  dressed  with  Listerian  antiseptic 
dressings.  A  rather  smart  swelling  of  the  testicle  and  scrotum 
followed  the  second  operation,  but  in  twenty-four  hours  this  began 
to  subside,  and  had  disappeared  in  three  days,  after  which  he 
progressed  steadily.  On  the  9th  of  October  antiseptic  dressings 
were  laid  aside — the  wound  being  healed — except  in  two  little  spots 
about  the  size  of  a  split  pea,  where  a  drop  or  two  of  pus  formed 
daily.  He  was  kept  in  bed  for  a  month,  then  allowed  up  with  a 
truss,  which  was  gradually  laid  aside  until  he  went  up  again  for 
examination  at  Sandhurst,  which  he  did  in  the  beginning  of 
last  month  (Dec,  1883).  Surgeon-General  M'Kinnon  carefully 
examined  him,  and  passed  him,  pronouncing  the  cure  satisfactory, 
and  expressing  his  opinion  that  the  open  or  direct  operation  which 
had  been  performed  was  the  right  one  in  such  cases. 

Case  III. — T.  B.,  three  years  old,  was  brought  to  the  Adelaide 
Hospital  on  the  10th  of  December,  1883.  I  had  seen  him  a  few 
days  previously  at  my  own  house,  where  his  mother  had  brought 
him  for  my  opinion  regarding  a  large  inguinal  hernia  on  the  right 
side.  The  history  of  the  case  was  to  the  effect  that  when  ten 
months  old  he  fell  out  of  his  mother's  bed,  and  shortly  afterwards 
a  swelling  was  noticed  in  his  right  groin,  which  was  made  worse 
by  coughing  and  crying.  This  swelling  steadily  increased  in  size, 
but  rapidly  enlarged  when  the  child  took  whooping-cough.  About 
six  months  ago,  upon  examination,  an  oblique  inguinal  hernia, 
reducible,  and  the  size  of  an  orange,  was  found  on  the  right  side. 
When  the  hernia  was  reduced,  which  was  readily  accomplished,  the 
ring  was  easily  felt,  and  admitted  the  tip  of  the  index  finger  of 
the  right  hand.  Various  trusses  had  been  tried  in  vain.  The 
child  frequently  suffered  sharp  pain  in  the  abdomen  when  the 
hernia  was  down. 

Upon  the  following  day,  the  11th  of  December,  I  operated  by  the 
method  already  described,  and  closed  the  internal  ring  with  two 
silver  wire  sutures — Listerian  precautions  being  used,  the  wound 
being  dressed  with  salicylic  wool  and  carbolic  gauze.  The  evening 
temperature  was  101-2°,  and  the  pulse  136,  which  was  the  highest 
point   reached  during  the  subsequent  progress  of  the  case.     The 
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ouud  did  not  unite  by  first  intention,  but  granulated,  and  now, 
hst  a  month  from  the  date  of  the  operation,  the  members  can 
fudge  of  the  amount  of  closure  which  has  been  effected,  the  child 
•eing  in  attendance  for  examination.11 

The  three  cases  now  recorded  show,  in  my  opinion,  that  the 
Ijlirect  operation  for  the  radical  cure  of  inguinal  hernia  is  a  safe 
pne  when  due  precautions  are  taken  ;  further,  that  it  is  one  easily 
(performed ;  and  finally,  the  failure  of  the  first  case  proves  to  me 
I  that  it  is  necessary  in  a  bad  case,  and  probably  better,  if  not  abso- 
lutely necessary,  in  all  cases,  that  the  wire  sutures  should  be  left 
'in  to  form  a  permanent  tie  and  firm  barrier  against  the  hernial 
protusion.  The  main  question  as  to  the  permanence  of  cure 
effected  by  this  operation  must  be  decided  by  time,  and  will  be 
much  facilitated  by  a  full  and  faithful  record  of  all  cases,  whatever 
the  amount  of  success  or  failure  which  is  attained,  being  given  by 
all  those  who  operate.  This  I  will  do,  and  other  members  doinc 
the  same,  we  may  hope  in  a  short  time  to  have  in  the  Transactions 
of  the  Academy  such  a  record  as  will  decide  the  question  as  to 
whether  we  have  or  have  not  in  the  direct  operation  the  true 
radical  cure  of  inguinal  hernia.  In  conclusion,  I  submit  for  your 
inspection  a  curved  needle,  by  means  of  which  I  have  found  the 
introduction  of  the  wire  sutures  much  facilitated. 

a  January  25,  1884. — The  wound  has  now  perfectly  healed,  and  the  child  is 
running  about  without  any  hernial  protrusion,  the  ring  being  securely 
blocked.— J.  K.  B. 


THE    RADICAL   CURE   OF   HERNIA  BY  THE 
METHOD  OF  DISSECTION. 

By  KENDAL  FRANKS,  M.D.,  Univ.  Dub.;  F.R.C.S.; 

Surgeon  to  the  Adelaide  Hospital ; 
Surgeon  to  the  Dublin  Throat  and  Ear  Hospital,  &c. 

[Read  in  the  Surgical  Section,  Jan.  11,  1884.] 

At  a  meeting  of  the  Surgical  Society  in  January,  1882,  the 
subject  of  the  radical  cure  of  inguinal  hernia  was  brought  forward 
by  Mr.  Thornley  Stoker.  In  his  paper  he  described  the  successful 
results  of  two  cases  in  which  he  had  operated  by  Wood's  method. 
The  comprehensive  historical  sketch  with  which  his  paper  opened 
makes  it  unnecessary  now  to  travel  over  the  same  ground.  The 
subject  before  us  to-night  embraces  a  larger  field  than  was  then 
discussed.  It  is  no  longer  the  radical  cure  of  inguinal  hernia  alone, 
for  the  method  which  is  brought  before  you  is  applicable  in  its 
scientific  simplicity  to  all  forms  of  abdominal  rupture.  The  first 
two  cases  in  which  this  method  was  employed  were  detailed  by  Sir 
Joseph  Lister  in  his  Address  on  Surgery  at  the  meeting  of  the 
British  Medical  Association  in  1871.  They  were  adduced  as  illus- 
trations of  what  could  be  done  by  the  antiseptic  method  of  treating 
wounds.  Professor  Annandalea  thus  describes  it  in  1880  : — "  The 
radical  treatment  of  hernia  with  the  aid  of  catgut  and  Listerian 
antiseptics."  In  the  strict  observance  of  the  antiseptic  method  lies 
the  safety  of  the  operation  and  the  secret  of  success.  The  opera- 
tion has  been  performed  frequently  within  the  last  few  years  in 
America,  in  India,  in  these  countries,  and  on  the  Continent,  and, 
while  operators  have  often  differed  as  to  minor  details,  they  are 
unanimous  in  this,  that  the  operation  is  a  good  one,  but  that  it  is 

4  Edin.  Med.  Journ.     Vol.  XXVI.,  Part  I.,  p.  488. 
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essential  that  the  operation  be  always  performed  antiseptically, 
according  to  Lister's  method.  The  details  of  the  operation  itself 
present  no  novelty.     It  is  reported  of  Guy  de  Chauliac  that  in 

11360  he  laid  bare  the  sac,  and  then  applied  a  ligature  round  its 
neck,a  while   in   the  seventh  century  Paulus,  an  eminent   Greek 

:  surgeon,  describes  at  length  the  operations  recommended  by  Celsus, 
which  are,  in  fact,  operations  by  dissection  ;  but  he  recommends 
that,  in  practising  excision,  a  ligature  should  be  applied  to 
the  sac  before  it  is  removed.  Several  of  the  old  French 
surgeons  used  to  operate  as  in  strangulated  hernia,  and,  after 
reducing  the  sac  and  its  contents,  they  closed  the  openings  by  suture. 
These  methods  were  so  constantly  fatal  then,  that  Abernethy  and 
many  other  surgeons  strongly  condemned  them  as  formidable  and 
dangerous  ;  yet  these  are  the  very  methods  which  are  now  advo- 
cated, and  advocated  because  they  are  almost  free  of  danger.  This 
change  is  due  entirely  to  the  absolute  immunity  from  septic 
disasters  afforded  by  the  antiseptic  method.  "  We  consider  Mr. 
Lister's  work  as  far  too  great  to  be  narrowed  down  to  a  mere 
matter  of  spray  and  gauze,"  says  a  leading  article  in  the  Lancet 
(Sept.  3,  1881).  "  It  is  not  a  mode  of  dressing  wounds  that  he 
has  introduced,  but  a  surgical  revolution  that  he  has  accomplished." 
The  operation,  which  has  been  aptly  termed  in  Dublin  "the 
method  by  dissection,"  has  been  performed  in  different  ways. 
Professor  Annandale  b  enumerates  four  methods  : — 

1.  Ligature  of  the  neck  of  the  sac  alone. 

2.  Ligature  of  the  neck  of  the  sac,  with  invagination  of  the 
ligatured  sac  into  the  abdominal  opening. 

3.  Ligature  of  the  neck  of  the  sac,  and  excision  of  the  sac  below 
the  ligature. 

4.  Ligature  of  the  neck  of  the  sac,  with  excision  of  the  sac,  and 
stitching  together  the  margins  of  the  abdominal  ring. 

"  Having  used  all  these  methods,"  says  Annandale,  "  I  have  no 
hesitation,  from  my  experience,  in  giving  the  preference  to  the 
fourth  plan." 

a  Warren  on  Hernia,  1882.     Page  100. 
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In  addition  to  these  methods  is  one  which  I  know  has  been 
practised  by  others  in  Dublin,  and  which  I  have  practised  myself  in 
three  cases — viz.,  invagination  of  the  sac  into  the  internal  abdominal 
ring,  and  obliteration  of  the  canal  by  suturing  together  the  rings  and  the 
sides  of  the  canal  with  silver  wire,  which  is  left  permanently  in  situ.  In 
this  operation,  no  ligature  is  applied  to  the  sac,  nor,  in  many  cases 
of  recent  hernia,  does  there  seem  to  be  any  necessity  of  resorting 
to  it.  If  the  wound  is  kept  aseptic  throughout,  the  silver  sutures 
become  encysted,  and  form,  with  the  lymph  which  becomes  organ- 
ised, a  barrier  past  which  it  seems  almost  impossible  that  a  hernia 
should  descend.  The  operation  may  fail  by  the  wound  not  remaining 
aseptic  throughout,  as  happened  in  my  second  case,  when  it  became 
necessary  to  remove  the  silver  wire.  If  this  occur,  suppuration 
follows,  which  is  nearly  always  obnoxious  to  the  formation  of  firm, 
organisable  lymph.  Or  it  may  fail  by  the  opening  not  being 
sufficiently  closed — an  error  more  likely  to  occur  in  cases  of  inguinal 
hernia  than  in  any  other,  by  the  surgeon's  anxiety  not  to  put  too 
much  pressure  on  the  spermatic  cord  traversing  the  canal.  This 
error  can  be  rectified  by  a  second  operation. 

In  cases,  however,  where  it  becomes  necessary  to  ligate  the 
sac  I  think  that  the  fourth  method  mentioned  by  Annandale  is 
undoubtedly  the  best — namely,  to  ligate  the  neck  of  the  sac,  excise 
the  sac  below  the  ligature,  and  then  suture  the  openings  together. 
In  carrying  out  this  last  procedure,  Annandale  advises  to  stitch 
together  the  edges  of  the  ring,  the  stump  of  the  ligatured  neck, 
and  the  surrounding  cellular  tissue,  with  a  continuous  catgut  suture, 
and  Mr.  Wood  himself,  at  the  King's  College  Hospital,  employs 
the  same  method.  It  is  better,  however,  to  employ  silver  wire. 
This  was  first  recommended,  as  far  as  I  am  aware,  by  Mr.  Mitchell 
Banks,  in  a  paper  read  before  the  annual  meeting  of  the  British 
Medical  Association  at  Worcester,  in  August,  1882, a  but  I  may 
say  that  I  had  employed  the  silver  wire  previously — first  in  April, 
and  again  in  July  of  that  year,  before  I  was  aware  of  Mr.  Banks' 
views.  In  his  paper  he  says:  "The  only  point  of  novelty  for 
which  I  take  any  credit  to  myself  in  this  operation  (and  very  likely 
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others  have  done  it  as  well  as  myself)  is  the  use  of  strong  silver 
wire  to  draw  together  the  pillars  of  the  rings,  which  is  left  perman- 
ently in  position.  Catgut  I  distrust;  where  there  is  any  strain 
upon  it,  it  yields  too  soon.  Silver  wire  seems  to  bury  itself  so 
harmlessly  that  I  cannot  see  any  objection  to  it;  while  it  must  of 
necessity  hold  the  pillars  together  for  a  considerable  time,  until 
they  are  well  agglutinated." 

The  first  three  methods  of  operating  enumerated  by  Annandale 
have  little  to  be  said  in  their  peculiar  favour,  as  they  make  no 
provision  for  obliterating  the  canal  or  other  opening  through  which 
the  hernia  descends.  Mr.  Rushton  Parker,  of  Liverpool,  is  the 
advocate  for  the  third  of  these  methods — that  is,  he  contents  himself 
with  applying  a  ligature  to  the  neck  of  sac  high  up,  but  he 
makes  no  attempt  to  close  the  canal  or  rings.  He  observes  that 
"  a  good  many  inguinal  hernias  that  come  for  operation,  whether 
previously  strangulated  or  not,  have  the  pillars  just  as  tightly 
braced  up  and  as  closely  opposed  after  reduction  as  can  be  required."51 
Even  in  these  cases  where  the  pillars  are  separated  this  is  due  to 
the  pressure  of  the  funnel-shaped  sac.  "  If  the  hernial  protrusion 
be  removed  the  pillars  of  the  ring  may  fall  togethef.  What  1 
contend  for  is,"  he  says,  "that  in  the  majority  of  cases, 
in  all  but  extreme  cases,  the  absence  of  the  hernial  pro- 
trusion from  between  the  pillars  of  the  ring  is  all  the  subse- 
quent treatment  they  require."  This  reasoning  is  palpably  a 
petitio  principii,  for  no  one  would  think  of  operating  on  relaxed 
abdominal  rings,  simply  because  they  were  relaxed,  were  it  not  that 
they  afford  no  protection  against  the  descent  of  a  hernia,  but  rather 
encourage  it.  Assuming  the  absence  of  a  hernial  protrusion  is 
assuming  the  whole  question,  and  though  in  some  cases  ligature  of 
the  neck  of  the  sac  alone  may  warrant  the  assumption,  in  the 
majority  of  cases  it  is  insufficient;  as  I  am  prepared  to  admit  that 
in  some  cases  obliteration  of  the  canal  and  rings  is  sufficient  without 
ligature  of  the  neck  of  the  sac,  yet  in  the  greater  number  of  cases 
which  submit  themselves  for  operation,  obliteration  of  the  canal 
must  be  supplemented  by  ligature  of  the  neck  of  the  sac,  in  order 
8  Abdominal  Hernia.     By  Rushton  Parker.    Liverpool,  1883,  p.  47. 
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to  effect  a  lasting  cure.  And  as  suturing  together  the  edges  of  the 
openings,  whether  with  catgut,  silk,  or  wire,  adds  nothing  to  the 
risks  and  little  to  the  trouble,  while  it  greatly  enhances  the  value 
of  the  operation  itself,  there  seems  to  be  no  reasonable  excuse  for 
not  performing  it  in  every  case.  Although  Mr.  Parker  has  been 
successful  in  many  cases,  still  it  seems  hard  to  conceive  how  the 
cicatrix  of  a  ligatured  peritoneal  sac  could  offer  the  same  resistance 
to  the  abdominal  pressure  from  within,  as  it  could  have  done  had  it 
been  supported  by  the  dense  tissue  and  silver  wire  in  an  obliterated 
canal. 

The  only  two  operations  which  seem  to  me  to  give  promise  of 
extensive  application  in  the  future  are : — 

First,  suture  of  the  abdominal  opening,  without  removal  or 
ligature  of  the  sac  ; 

Secondly,  suture  of  the  abdominal  opening,  after  excision  of 
the  sac. 

I  have  used  the  term  "  abdominal  openings  "  instead  of  "  inguinal 
canal  or  rings "  because  neither  of  these  operations  is  confined  to 
the  cure  of  inguinal  hernia  alone,  but  is  applicable  to  all  forms  of 
abdominal  rupture,  wherever  situated,  when  within  the  surgeon's 
reach. 

The  first  of  these  methods  of  operating  is  especially  useful  in 
cases  of  recent  inguinal  hernia  before  the  sac  has  had  time  to 
become  large  and  thickened,  and  this  view  is  endorsed  by  Dr.  H.  0. 
Marcy,  of  Boston,a  who  published,  in  1871,  the  details  of  two 
cases  of  strangulated  hernia,  on  which  he  had  operated  by  this 
method  the  year  before.  In  a  paper  read  at  the  Medical  Congress 
in  London,  in  1881,  he  says — "If  the  sac  be  small  the  peritoneum 
should  not  be  opened  ;  if  large  and  bulging,  it  is  much  better  to 
exsect  it." b  One  great  advantage  of  this  method  of  operating 
is  its  great  simplicity,  and  the  ease  with  which  it  can  be  performed. 
This  was  fully  acknowledged  by  Mr.  Thornley  Stoker  in  his  paper 
on  the  Radical  Cure  of  Inguinal  Hernia,  in  1882,c  in  which  he 

°  Boston  Med.  and  Surg.  Journ.,  Nov.  16,  1871. 
b  Trans.  Med.  Congress,  London,  1881,  p.  446. 
c  Medical  Press  and  Circular,  Feb.,  1882,  p.  157. 
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appeared  as  a  strong  advocate  of  Mr.  Wood's  operation.  As  this 
is  the  first  occasion  on  which  these  operations  have  been  brought 
before  the  Academy  of  Medicine  in  Ireland,  I  hardly  think  it  will 
be  inopportune  to  enter  into  the  details  of  the  methods  of  operating 
in  the  two  cases. 

An  enema,  if  necessary,  having  been  administered  some  time 
previously,  the  pubis  is  shaved,  and  the  skin,  not  only  at  the  site  of 
operation  but  all  around  it,  is  carefully  washed  with  carbolic 
lotion.  It  is  the  custom  in  the  Leeds  General  Infirmary,  in  all 
operations,  before  washing  with  the  lotion,  to  rub  the  skin 
vigorously  for  a  short  time  with  spirits  of  turpentine,  which  appears 
to  be  the  most  effective  solvent  of  the  fatty  and  sebaceous  accumu- 
lations about  the  hair  follicles  and  gland  ducts.a  In  carrying 
out  this  preliminary  cleansing  of  the  skin,  too  much  care  cannot 
be  exercised,  as  the  continued  asepticity  of  the  wound  till  the 
parts  are  completely  healed  depends  largely  on  this  preliminary 
measure.  The  patient  having  been  placed  under  the  influence  of 
an  anaesthetic,  the  skin  incision  is  then  made,  the  middle  point  of 
the  incision  corresponding  to  the  external  abdominal  ring.  I  have 
found  it  a  good  plan  to  draw  the  skin  over  the  tumour  slightly 
upwards  before  using  the  knife.  The  object  in  doing  so  is  to 
prevent  the  skin  wound  lying  directly  over  the  twisted  ends  of  the 
wire,  and  I  am  sure  that  this  precaution  will  often  prevent  the 
subsequent  removal  of  the  wires,  as  that  it  will  aid  in  the  complete 
union  of  the  skin  wound  by  first  intention.  The  skin  being  then 
retracted  from  over  the  front  of  the  tumour,  the  subjacent  tissues 
are  carefully  dissected  until  the  sac  is  reached.  If  it  is  considered 
undesirable  to  interfere  with  this,  it  should  be  carefully  pushed  up 
into  the  abdomen  by  the  index  finger  of  the  left  hand,  which,  being 
kept  in  this  position,  effectually  protects  the  spermatic  cord  from 
injury.  The  edges  of  the  rings  may  be  refreshed  or  roughened  by 
scraping ;  this  was  the  plan  adopted  by  Mr.  Steele,b  of  Bristol,  to 
whom  is  due  the  credit  of  having  been  the  first  to  put  antiseptic 
suture  in  practice  for  the  radical  cure  of  reducible  hernia,  and  it  is 

"  Lancet,  Dec.  13,  1882,  p.  1043. 
b  Brit.  Med.  Journ.,  Nov.  7,  1874. 
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advocated  by  Marcy,  of  Boston,  and  others.  Or  the  rings  may  be 
seared  with  a  red  hot  galvano-cautery,  as  advised  by  Dr.  J. 
Warren,  of  Boston,  at  the  last  annual  meeting  of  the  British 
Medical  Association.8,  A  strong  curved  needle  fixed  in  a  handle 
and  armed  with  strong  silver  wire,  is  then  made  to  pass  through 
the  inner  pillar  of  the  external  ring,  near  its  apex,  and  at  least  half 
an  inch  from  its  free  margin.  It  is  then  made  to  transfix  the  inner 
border  of  the  internal  ring,  so  as  to  reach  the  tip  of  the  finger  which 
lies  in  the  canal.  The  point  of  the  needle  is  then  made  to  follow 
the  tip  of  the  finger,  which  is  slowly  withdrawn  until  the  eye  can 
be  seen,  and  the  wire  caught  with  forceps.  The  needle  is  then 
withdrawn.  It  is  now  passed  in  a  similar  manner  through 
Poupart's  ligament  and  the  external  margin  of  the  internal  ring, 
at  a  point  corresponding  to  its  first  point  of  entrance  on  the  inner 
side.  This  time  the  needle  is  unarmed,  and  as  soon  as  the  eye  is 
brought  sufficiently  far  into  the  canal  it  is  threaded  with  the  free 
end  of  the  wire  which  has  already  passed  through  the  tissues  o 
the  other  side  of  the  ring.  It  is  now  withdrawn.  One  or  two 
more  sutures  can  then  be  passed  in  the  same  way  lower  down.  The 
last  one  need  only  pass  through  the  pillars  of  the  external  ring. 
By  drawing  the  corresponding  ends  of  the  wires  firmly  together, 
the  internal  and  external  rings  are  approximated,  the  rings  them- 
selves closed,  and  the  canal  obliterated.  The  twisted  ends  are 
pressed  down  so  as  to  lie  flat  against  the  tissues,  and  the  skin 
wound  is  closed  with  catgut.  I  have  generally  employed  a  small 
drainage  tube,  but  I  believe  it  is  only  sometimes  necessary.  Pro- 
bably a  few  strands  of  catgut  or  horsehair  would  answer  equally 
well.  Lister's  antiseptic  dressings  are  then  carefully  applied,  and 
the  edges  kept  well  down  by  means  of  an  elastic  bandage.  It  will 
probably  be  unnecessary  to  change  the  dressings  again  for  four  or 
five  days,  and  usually  two  dressings  will  be  sufficient  to  complete 
the  cure. 

Sometimes  the  abdominal  opening  is  so  large  that  it  is  not  possible, 
even  with  a  good  deal  of  traction,  to  approximate  its  edges.     Mr. 
Croly  related  such  a  case  at  the  meeting  of  the  Surgical  Society,  in 
aBrit.  Med.  Journ.,  Nov.  16,  1883,  p.  914. 
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January,  1882.a  I  allude  to  it  here  in  order  to  call  attention  to  a 
method  lately  advocated  by  M.  Reverdin,  of  G-eneva.b  He  proposes  to 
make  small  liberating  incisions  above  the  internal  pillar,  so  as  to 
facilitate  the  drawing  of  it  down  to  the  external  one.  These  incisions 
are  made  parallel  to  the  pillars  of  the  ring  in  the  aponeurosis  of  the 
external  oblique.  They  divide  these  fibres  into  bundles,  and  by 
cutting  some  of  the  intercolumnar  bands  they  allow  the  incisions  to 
gape,  and  to  assume  a  lozenge  shape,  which  reveal  the  fibres  of  the 
external  oblique  beneath.  These  incisions  should  be  short  so  as 
not  to  make  in  the  abdominal  wall  weak  points  of  too  large  size, 
which  could  allow  an  artificial  hernia  to  escape  ;  but,  on  the  other 
hand,  any  amount  of  relaxation  can  be  procured  by  multiplying  the 
number  of  incisions.  M.  Reverdin  has  made  three  or  four  in  two 
superimposed  series,  the  incisions  in  one  series  alternating  with 
those  in  the  second.  These  incisions  manifestly  relieve  tension  at 
the  points  of  suture,  and  then  the  pillars  approach  each  other  more 
easily  and  exactly.  One  of  the  cases  on  which  he  operated  died 
eleven  months  afterwards  of  phthisis,  and  then  it  was  found  at  the 
autopsy  that  the  opening  was  quite  obliterated.0  In  my  own  cases 
I  have  not  yet  found  it  necessary  to  have  recourse  to  this  suggestion, 
but  should  such  an  occasion  arise  I  do  not  think  that  I  should 
hesitate  to  give  this  method  a  trial. 

The  operation  here  detailed  of  antiseptic  suture  of  the  hernial 
openings  without  interfering  with  the  sac  is  of  course  only  applicable 
to  reducible  hernia,  or  to  cases  of  irreducible  hernia  in  which  the 
obstruction  is  seated  outside  the  neck  of  the  sac.  In  a  large 
majority  of  cases  of  congenital  hernia,  there  is  either  adhesion 
between  the  contents  of  the  sac  and  its  inner  surface,  or  else  there 
is  constriction  about  its  neck.  In  such  cases  the  sac  must  be 
operated  on  to  effect  a  cure.  It  may  be  here  observed  that  this 
method  of  operating  seeks  essentially  the  same  results  as  are  aimed 
at  in  the  operations  of  Professor  Wood,  Mr.  Dunnet  Spanton,  Mr. 
Dowell,  and  others ;  and  without  doubt  had  the  discovery  of  the 

a  Medical  Press  and  Circular,  Feb.  22, 1882.    P.  165. 

b  Bull.  Socie'te'  de  Chirurgie,  1881,  p.  268. 

c  Revue  des  Sciences  Medicales.     Hayem.     1882.     Vol.  XIX.,  p.  662. 
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antiseptic  system  not  taken  place,  these  methods  of  subcutaneous 
closure  would  still  hold  their  place  as  the  only  reliable  means  of 
treating  inguinal  hernia  radically.  But  among  the  many  changes 
in  surgical  practice  which  the  introduction  of  the  antiseptic  method 
of  treating  wounds  has  effected,  the  method  of  treating  hernia  with 
a  view  to  cure  has  had  its  share,  and  I  do  not  think  it  is  too  much 
to  expect  that  the  method  of  antiseptic  suture  will  be  the  adopted 
operation  of  the  future.  In  a  series  of  papers  upon  strangulated 
hernia,  published  in  the  British  Medical  Journal  for  1882,  Sir  James 
Paget  says — "I  would  not  appear  over-sanguine  in  the  suggestion 
of  any  new  method  for  the  radical  cure  of  hernia.  .  .  .  However, 
I  must  claim  a  favourable  consideration,  on  a  legitimate  field,  for 
the  use  of  the  carbolised  catgut  ligature,  at  least  in  all  cases  of 
strangulated  hernia  where  the  wound  can  be  closed.  This  method 
does  not  add  to  the  dangers  of  the  operation,  and  is  probably 
followed  by  a  cure.  In  comparing  the  operation  with  that  usually 
recommended,  of  subcutaneously  stitching  the  ring  with  sutures  of 
any  material,  it  seems  apparent  that  to  cut  down  upon  and  expose 
the  ring,  gives  a  much  better  opportunity  of  carefully  closing  it, 
refreshing  its  borders,  and  thus  avoids  injury  to  the  spermatic  cord, 
while  it  does  not  increase  the  danger  to  the  patient." 

Dr.  H.  O.  Marcy,  of  Boston,8  claims  the  following  advantages 
for  this  operation,  and  I  think  we  may  fully  endorse  them  : — 

"  1.  We  are  enabled  to  see  each  and  every  step  of  the  operation — 
blind  surgery  is  bad  surgery,  as  a  rule.  This  want  of  clear  per- 
ception has  been  the  source  of  many  mistakes  by  even  experienced 
operators,  and  is  a  great  objection  to  every  form  of  subcutaneous 
sewing.  In  my  judgment,  no  less  can  be  said  of  the  very  ingenious 
and  improved  modern  process  of  astringent  injection  into  the 
ring,  as  advocated  and  practised  by  Dr.  Joseph  Warren,  of  Boston, 
in  his  recent  work  upon  Hernia.  The  same  objection  would  hold 
good  of  Mr.  Spanton's  method  of  approximating  the  rings  by  the 
use  of  his  corkscrew  needle,  which  is  left  in  situ  for  several 
days. 

"  2.  It  is  the  only  method  with  which  I  am  acquainted  whereby 
tt  Trans.  Med.  Cong.,  London,  1881,  p.  447. 
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the  hypertrophied  elongated  peritoneal  pouch,  which  has  been  a 
primal  factor  of  failure  hitherto,  can  be  removed. 

"  3.  Hereby  we  actually  reinforce  as  well  as  occlude  the  ring.  In 
the  weakened  attenuated  condition  of  the  parts  in  all  old  cases, 
there  is  no  small  gain  in  securing  such  an  effect. 

"  4.  Experience  has,  I  think,  now  demonstrated  that  this  operation 
may  be  catalogued  among  those  safely  advised,  and  that  femoral 
and  umbilical  hernia  are  no  exception.  I  would  not  exclude  children 
from  the  class  to  be  benefited,  for  in  them  the  vital  processes  are 
at  the  best,  and  when  thus  cured  they  are  saved  from  a  life-long 
disability." 

The  following  cases  illustrate  the  operation  by  dissection  in 
which  the  sac  is  returned  into  the  abdomen  unopened  — 

Case  I. — A.  B.,  aged  seventeen,  a  medical  student,  consulted  me 
on  March  28th,  1882,  for  a  direct  inguinal  hernia  of  the  right  side. 
Previously  to  the  27th  of  that  month  he  had  never  noticed  any 
swelling  in  the  inguinal  region.  He  had  been  in  the  habit 
for  a  short  time  before  of  taking  long  runs  of  six  miles  once 
a  week.  On  the  27th  of  March,  after  one  of  these  runs,  he 
felt  a  pain  in  the  right  groin,  and  on  examination  found  a 
hernia  which  descended  into  the  scrotum.  He  came  to  see  me 
the  next  day.  He  then  presented  a  tumour  about  the  size  of 
a  bantam's  egg.  Reduction  was  easily  effected,  and  the  finger  on 
reaching  the  external  ring  at  once  entered  the  abdomen  without 
passing  along  the  canal,  the  margin  of  the  deeper  opening  being 
easily  recognised.  This  opening  was  large,  and  the  pillars  of  the 
ring  in  front  of  it  were  a  good  deal  separated.  I  recommended  the 
radical  cure,  which  was  at  once  accepted.  Accordingly  on  the 
first  of  April,  with  the  assistance  of  Mr.  J.  K.  Barton  and  Dr.  B. 
C.  Windle,  I  proceded  to  operate  in  the  manner  already  described. 
The  hernial  sac  was  reduced  into  the  abdomen,  and  the  openings  in 
the  aponeurosis  of  the  external  oblique  and  in  the  conjoined  tendon 
respectively  were  sutured  with  silver  wire  in  two  places,  a  small 
drainage  tube  was  inserted,  and  the  skin  wound  closed  with  catgut. 
The  operation  was  performed  on  strict  Listerian  principles.  The 
edges  of  the  dressings  were  fastened  down  with  a  Martin's  elastic 
bandage.  The  wound  was  dressed  again  next  day,  owing  to  some 
sanious  oozing,  and  again  on  the  fourth  day,  when  the  drainage 
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tube  was  removed.  The  skin  wound  seemed  quite  healed.  The 
fourth  dressing,  then  applied,  was  kept  on  for  a  week,  and  when 
removed  cicatrisation  was  complete.  The  highest  temperature 
recorded  was  99*8.  A  pad  was  then  applied,  and  for  precaution's 
sake  the  patient  was  kept  in  the  recumbent  position  till  the  third 
week.  He  was  then  allowed  up,  and  on  the  29th  day  went  out 
wearing  a  light  truss.  I  have  seen  him  several  times  since,  and  he 
has  had  no  return  of  the  hernia.  Writing  on  the  24th  of  December 
last,  a  year  and  nine  months  after  the  operation,  he  says : — 
"  I  cannot  speak  too  highly  of  the  operation  and  cure.  ...  It 
has  been  a  complete  success.  The  silver  wires  with  which  you 
sutured  the  rings,  and  which  you  did  not  remove,  have  never 
caused  me  any  annoyance  whatever.  ...  I  may  add  I  began 
to  bicycle  again  last  February,  and  on  March  26th  won  a  four-mile 
race,  as  you  will  see,  within  a  year  after  my  operation.  I  also 
engaged  in  about  eighteen  races  this  summer,  besides  doing  a  good 
deal  of  country  bicycling,  and  so  far  from  being  anything  the  worse 
of  the  exertion,  at  the  end  of  the  season,  last  August,  I  gave  up 
the  truss,  and  have  not  since  worn  it,  nor  do  I  experience  anything 
which  would  warrant  a  return  of  its  use." 

I  had  advised  him  to  wear  a  light  truss  for  the  first  twelve  or 
eighteen  months,  but  I  am  not  quite  satisfied  as  to  the  necessity  of 
it.  When  I  last  examined  him,  about  two  months  ago,  there  was 
no  sign  of  a  return,  and  the  wires  could  scarcely  be  felt  beneath  the 
skin.  He  has  since  been  examined  by  Mr.  Barton  and  other 
surgeons,  who  can  corroborate  what  I  have  said.  I  may  add  that 
the  patient  suffered,  previously  to  the  operation,  from  varicocele  on 
both  sides,  that  on  the  right  side  being  the  worse.  The  right 
varicocele  has  been  completely  cured  by  the  operation  performed  for 
hernia. 

Case  II. — F.  H.,  aged  twenty-four,  was  admitted  to  the  Adelaide 
Hospital  in  June,  1882,  suffering  from  an  oblique  inguinal  hernia  of 
the  right  side.  On  June  22nd  he  fell  off  a  car,  and  shortly  afterwards 
felt  considerable  pain  in  the  right  groin,  and  a  large  swelling 
appeared,  which,  however,  vanished  when  he  lay  down.  It  was 
about  the  size  of  a  small  sausage.  The  operation  above  described 
for  the  radical  cure  was  performed  on  July  3rd.  He  was  a  man  of 
intemperate  habits,  and  when  ether  was  administered  he  became  so 
excited  that  it  had  to  be  discontinued,  and  chloroform  given  in  its 
place.     This  excitement  continued  for  hours  after  the  operation  was 
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completed.  In  this  case  the  internal  and  external  rings  were 
sutured  in  the  usual  way,  the  sac  having  been  returned  into  the 
abdomen.  The  dressings  were  changed  on  the  fourth  day,  when 
i  the  wound  seemed  perfectly  healthy,  and  the  drainage  tube  was 
removed. 

On  the  tenth  day  the  dressings  were  found  greatly  disturbed  and 
part  of  the  wound  exposed,  owing  to  the  fidgety  restlessness  of  the 
patient,  and  there  was  some  slight  purulent  discharge.  Three  days 
later,  as  the  upper  wire  suture  protruded  through  the  skin  wound 
which  had  begun  to  gape,  it  was  removed,  and  the  second  suture 
about  a  fortnight  later.  The  healing  process  was  not  completed 
for  several  weeks.  On  August  15th  a  slight  return  of  the  hernia 
took  place,  but  it  was  immediately  returned  and  a  pad  applied.  It 
did  not  again  descend  while  he  was  in  hospital,  where  he  was 
detained  by  an  attack  of  broncho-pneumonia,  and  when  he  left  the 
hospital,  on  October  10th,  there  was  no  appearance  of  hernia,  even 
when  standing  erect  without  a  pad.  He  was  ordered  to  wear  a 
truss  for  one  or  two  years.  I  saw  him  some  months  later.  He  was 
not  wearing  a  truss  or  support  of  any  kind,  though  the  hernia  had 
returned.  It  was  not  so  large  as  when  he  presented  himself  at  the 
hospital. 

The  failure  in  this  case  was  due  to  the  very  great  difficulty  in 
keeping  the  wound  aseptic  throughout  in  a  patient  whom  it  was 
impossible  to  keep  quiet  in  bed,  and  who  was  detected  in  getting 
stimulants  conveyed  to  him  surreptitiously.  Unfortunately  it  is 
not  easy  to  bandage  a  restless  man  to  a  St.  Andrew's  cross  till 
healing  is  complete,  as  has  been  recommended  by  Dr.  Buchanan,  of 
Glasgow,  in  the  case  of  children. 

Case  III. — CD.,  a  gentleman,  aged  twenty -four,  consulted  me  two 
or  three  years  ago  for  an  oblique  inguinal  hernia  of  the  right  side. 
A.t  that  time  it  was  but  slight,  scarcely  more  than  a  bubonocele.  I 
advised  him  to  wear  a  truss.  This  he  did  in  an  intermittent  sort 
of  way,  generally  leaving  it  off  when  he  was  dancing  or  taking 
other  exercise.  He  showed  himself  to  me  again  in  April  last,  with 
the  view  of  having  a  radical  cure  performed,  for  which  he  was 
most  anxious,  as  he  was  leaving  this  country  for  America  in  the 
following  August.  The  hernia  was  then  found  to  have  increased 
in  size,  though  still  not  large,  and  it  had  descended  into  the  scrotum. 


170  Radical  Cure  of  Hernia. 

On  the  1st  of  May  last,  with  the  assistance  of  Mr.  Barton  and  Mr. 
J.  H.  Scott,  I  operated  as  in  the  former  cases,  putting  in  two  silver 
wires.  The  wound  was  dressed  according  to  Lister's  method.  The 
dressings  were  not  disturbed  till  the  seventh  day,  when  the  incision 
was  found  firmly  united,  and  could  scarcely  be  recognised.  The 
drainage  tube,  a  very  small  one,  was  then  removed,  and  the  dressings 
re-applied.  Four  days  later  the  whole  wound  was  found  healed 
and  the  dressings  were  accordingly  discontinued.  A  pad  of  salicylic 
wool  was  laid  over  the  region  and  kept  in  situ  by  a  light  truss,  and 
the  patient  was  allowed  to  sit  up.  The  next  day,  that  is  the  twelfth 
day,  he  went  out  for  a  drive.  The  highest  record  of  temperature, 
which  was  regularly  taken,  was  98-4°,  and  the  pulse  never  exceeded 
76.  Shortly  afterwards  he  went  down  to  the  West  of  Ireland,  and 
was  out  sbooting  and  boating  nearly  every  day.  I  even  learnt  that 
he  used  to  bathe  in  the  sea  without  a  truss.  I  saw  him  again  on 
the  1st  of  August.  There  was  not  the  slightest  sign  of  a  return 
of  the  hernia  ;  there  was  no  cough  impulse ;  the  wires  could  be 
distinctly  felt,  and  he  suffered  no  pain  or  uneasiness.  He  is  now 
in  America. 

In  none  of  these  cases  was  there  any  trouble  with  the  cord  or 
testicle,  beyond  a  passing  pain  of  a  neuralgic  character,  which  was 
easily  relieved.  In  two  of  the  cases  there  was,  during  the  first 
twenty-four  hours,  some  retention  of  urine,  but  only  one  required 
a  catheter  to  be  passed,  and  then  only  once. 

The  second  method  of  operation  which  claims  our  attention,  and 
which  has  a  wider  field  of  application  than  the  first,  is  that  in 
which  the  abdominal  openings  are  sutured,  preferably  with  silver 
wire,  after  excision  of  the  sac.  Dr.  Gu^noda  thus  describes  the 
operation,  which  he  divides  into  six  stages : — 

1.  Incision  of  the  skin  and  subcutaneous  tissue  down  to  the  sac. 

2.  Dissection  and  isolation  of  the  sac,  performed  with  blunt 
instruments  or  with  the  fingers;  if  this  dissection  be  impossible, 
isolate  the  neck  of  the  sac,  so  as  to  be  able  to  ligate  it. 

3.  Incision  of  the  sac,  reduction  of  its  contents,  subsequent  to 
division  of  the  constriction,  should  the  hernia  be  strangulated,  or 
after  resection  of  omentum,  should  this  be  adherent  to  the  inside 
of  the  sac. 

•  These  de  Bale.     1881. 
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4.  Ligature,  single,  double,  treble,  or  quadruple,  of  the  neck, 
carried  a3  high  up  as  possible,  and  excision  of  the  sac. 

5.  Suture  of  the  pillars,  when  necessary. 

6.  Closure  of  the  external  wound. 

During  the  space  of  three  years  in  the  surgical  clinic  of  the 
hospital  at  Bale,  forty-four  operations  of  this  kind  had  taken  place, 
and  of  these,  thirty-four  had  been  found  and  examined  by  Dr. 
Guenod  at  different  periods.  Twelve  had  a  return  of  the  hernia, 
and  22  had  been  completely  cured  ;  these  latter  were  divided  into 
8  cases  of  reducible  hernia — 6  inguinal  and  2  crural ;  and  14  incar- 
cerated— 9  inguinal  and  5  crural.a 

Most  of  the  cases  which  present  themselves  for  operation,  and  in 
which  this  method  is  applicable — that  is,  in  all  cases  where  it  would 
be  unwise  to  return  the  sac  untouched  into  the  abdomen — give  but 
little  trouble  in  carrying  out  these  various  steps.  But  there  are 
cases  in  which  considerable  difficulty  may  arise,  and  to  deal  with 
which  many  suggestions  have  been  offered. 

The  first  of  these  are  cases  of  congenital  hernia,  where  the  sac 
consists  of  the  patent  tube  of  peritoneum,  carried  down  originally 
by  the  descent  of  the  testicle,  in  which  cases  modifications  in  the 
preceding  mode  of  operating  must  be  made.  Moreover,  in  cases  of 
old  scrotal  hernia,  the  sac  may  have  contracted  adhesions  to  the 
testicle,  and  the  tissues  of  the  spermatic  cord  may  be  found  spread 
out  and  intimately  adherent  to  the  back  of  the  sac  in  its  whole 
length.  This,  no  doubt,  is  most  frequently  seen  in  old  cases  of 
oblique  inguinal  herniae,  but  that  it  may  also  exist  in  cases  of  the 
direct  variety  is  also  true,  as  the  case  I  shall  now  relate  will  suffi- 
ciently show  : — 

Case  IV. — M.  B.,  aged  fifty,  employed  in  a  forge,  came  into  the 
Adelaide  Hospital  under  my  care  on  the  26th  January,  1883, 
suffering  from  a  large  inguinal  hernia  of  the  left  side.  He  looked 
weakly  and  sallow,  but  stated  that  previously  to  the  descent  of  the 
hernia  he  had  always  enjoyed  good  health.  The  account  he  gave 
of  his  rupture  was  shortly  as  follows  : — About  six  or  seven  months 
previously,  whilst  shoeing  a  horse,  he  got  what  he  called  a  "  draw," 
a  Revue  des  Scien.  Med.     Hayem.     1882.    Vol.  XIX.,  p.  662. 
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which  caused  him  pain  in  the  left  groin  at  the  time.  Examining 
himself  afterwards,  he  found  a  small  lump,  which  he  referred  to 
the  external  abdominal  ring.  This  lump  gradually  increased 
till  it  attained  its  present  size.  He  also  complained  of  pains 
under  the  ribs,  which  shot  down  to  the  groin.  He  had  been  affected 
lately  with  some  pain  and  delay  in  passing  water,  which  he 
attributed  to  the  kick  of  a  horse,  received  about  three  weeks 
ago. 

On  admission  he  presented  a  very  large  scrotal  hernia,  which 
could  be  easily  reduced,  but  owing  to  the  size  of  the  abdominal 
openings,  could  not  be  kept  in  position.  The  finger  passed  through 
the  external  ring  at  once  entered  directly  into  the  abdominal 
cavity.  The  opening  in  the  conjoined  tendon  could  be  distinctly 
felt.  The  hernia  was  direct.  These  openings  admitted  the  tips  of 
three  fingers. 

After  the  hernia  was  reduced,  the  great  thickened,  baggy  sac, 
which  remained  irreducible,  was  very  noticeable.  When  the  bowel 
was  down  the  hernia  measured  6£  inches  in  longitudinal  diameter 
and  3  inches  in  the  transverse. 

I  proposed  to  him  to  do  an  operation  for  the  radical  cure,  and  he 
consented.  Accordingly  this  was  done  on  Feb.  1st,  1883.  When 
the  sac  was  reached  it  was  found  impossible  to  isolate  it  completely 
from  the  spermatic  cord,  the  constituent  parts  of  which  were  spread 
out  in  a  thin  layer  over  the  whole  of  its  posterior  part.  Not  having 
previously  obtained  the  consent  of  the  patient,  it  was  decided  not 
to  employ  castration,  which,  owing  to  the  atrophied  condition  of  the 
gland,  I  felt  very  much  inclined  to  do.  I,  therefore,  endeavoured  to 
detach  the  sac  from  the  cord.  This  was  effected  completely  in  the 
neighbourhood  of  the  ring,  but  lower  down  it  became  evident  that 
part  of  the  sac  must  be  left  behind.  I  then  cut  across  the  sac 
about  half  an  inch  below  the  ring.  I  had  no  fear  of  its  retracting 
into  the  abdomen,  as  it  was  adherent  to  the  margins  of  the  deeper 
opening.  I  then  passed  two  fingers  of  the  left  hand  through  the 
openings  into  the  abdominal  cavity,  and  with  the  right  hand  passed 
a  strong  Lis  ton's  needle  armed  with  stout  silver  wire  through  the 
whole  thickness  of  the  abdominal  parietes,  from  the  aponeurosis  of 
the  external  oblique  to  the  peritoneum,  till  I  felt  the  point  of  the 
needle  on  the  tip  of  my  finger  inside  the  abdomen.  Withdrawing 
the  finger,  with  the  point  of  the  needle  pressing  upon  it,  the  wire 
was  brought  into  view,  and  caught,  and  the  needle  withdrawn.     It 
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was  then  passed  unarmed  through  all  the  tissues  on  the  other  side, 
including  the  peritoneum,  threaded  with  the  wire,  and  withdrawn. 
Two  more  silver  sutures  were  passed  in  the  same  way  lower  down, 
and  when  their  corresponding  ends  were  pulled  together,  it  was 
[found  that  the  edges  of  the  openings,  including  between  them 
!  the  neck  of  the  sac,  could  be  well  brought  together.  The  wires 
were  then  twisted  in  the  usual  way,  and  the  twisted  ends  flattened 
i  down.  As  much  of  the  sac  as  could  be  dissected  away  from  the 
cord  was  then  removed,  the  wound  closed  with  catgut,  and  a  drain- 
age tube  inserted.  The  whole  operation  and  after-treatment  was 
performed  antiseptically,  according  to  Lister's  method.  That  night 
all  our  precautions  were  in  imminent  peril  of  proving  abortive. 
The  nurse  in  charge  of  the  ward  left  it  for  a  few  moments.  The 
patient  took  advantage  of  her  absence  to  get  out  of  bed  and  go  to  the 
closet.  On  his  return,  finding,  I  suppose,  the  dressings  irksome,  he 
began  to  remove  them,  and  had  just  reached  the  deep  dressings, 
when  the  nurse  returned  and  discovered  what  he  was  doing.  She 
at  once  sent  for  the  Resident,  who  proceeded  without  loss  of  time  to 
replace  the  dressings,  using  all  the  precautions  which  the  occasion 
allowed  of.  The  next  morning  I  discovered  that  the  scrotum  was 
swollen  and  fluctuating,  and  from  its  darkened  colour  it  was  evident 
that,  owing  to  his  perambulations  of  the  previous  night?  he  had  got 
an  hematocele.  The  evening  before,  when  inspected,  there  was  no 
sign  of  swelling  or  disturbance. 

The  wound  was  examined,  and  as  it  appeared  to  be  doing  well,  it 
was  re-dressed  as  before,  and  was  not  again  disturbed  till  the  eighth 
day,  when  it  appeared  uniting  well.  The  drainage  tube  was 
removed.  On  the  10th  it  was  dressed  again,  and  also  on  the 
thirteenth  day.  A  small  piece  of  the  skin  wound  at  the  seat  of 
drainage  was  not  quite  healed,  but  in  a  few  days  later  cicatrisation 
was  complete. 

The  progress  of  the  haematocele  was  not  so  rapid,  as  it  began  to 
suppurate  on  the  seventh  day,  and  free  incisions  were  made  into  it 
on  the  eighth,  the  temperature  on  the  night  before  being  101-20, 
though  previously  it  had  not  reached  higher  than  100*G°,  on  the 
second  day,  after  which  it  had  fallen.  The  patient  now  slowly  but 
steadily  improved,  and  he  left  the  hospital  on  the  7th  April  without 
the  smallest  sign  of  a  return  of  the  hernia,  and  without  cough 
impulse.     I  have  not  since  been  able  to  see  him. 
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Two  very  similar  cases  were  reported  by  Dr.  Kraske,  of  Halle, 
on  which  Volkmann  had  operated.3.  The  first  was  a  man,  aged 
forty-two,  the  subject  of  an  irreducible  congenital  scrotal  hernia, 
which  was  very  painful.  He  was  very  anxious  to  have  an  operation 
done,  which  was  accordingly  performed — the  sac  was  opened,  the 
hernia  reduced.  It  was  impossible  to  dissect  away  the  sac  from 
the  parts  adhering  to  it.  Castration  was  performed  as  high  up  as 
possible,  by  raising  the  sac  and  cord  at  the  same  time,  ligaturing 
both  together  at  the  neck,  and  then  having  divided  them  both 
below  the  ligature,  the  cord  and  testicle  were  removed  with  the 
tunica  vaginalis.  Carbolised  dressings  were  applied  over  all.  The 
patient  recovered  and  left  the  hospital  wearing  a  pad  and  bandage. 
There  was  no  sign  of  a  return  of  the  hernia,  even  on  coughing. 
The  second  case  was  very  similar,  only  that  the  sac  contained 
intestine  and  omentum,  both  of  which  were  carefully  replaced  as 
high  up  as  possible  beyond  the  neck  of  the  sac.  This  case  was 
likewise  followed  by  cure,  coughing  producing  no  effect  at  the 

"ng- 
Sometimes,  however,  in  acquired  inguinal  hernia,  when  the  sac 
is  old,  it  not  only  adheres  to  the  cord,  but  may  be  intimately 
connected  with  the  tunica  vaginalis  below.  If  it  be  roughly  pulled 
upon,  the  testicle  may  come  bodily  out  of  the  scrotum,  a  point  to 
which  Mr.  Mitchell  Banks^  has  called  attention.  In  such  cases,  as 
well  as  in  cases  of  incomplete  descent  of  the  testicle,  Nussbaum 
fastens  this  organ  to  the  bottom  of  the  scrotum  with  sutures,  then 
dissects  away  the  sac  from  the  cord,  sutures  it  and  divides  it  in  the 
usual  way ;  but  taking  into  consideration  the  usually  undeveloped 
condition  of  the  testis  in  these  cases,  Kraske  prefers  castration,  a 
proceeding  advocated  also  by  Mr.  Banks,  two  successful  cases  of 
which  he  published  in  1881.  Whatever  may  be  the  course  pursued 
in  the  young,  in  the  case  of  a  man  advanced  in  years  with  an 
atrophied  or  undeveloped  testis,  castration  would  undoubtedly 
remove  many  of  the  difficulties,  and  would  probably  aid,  not  only 

a  Centralbl.itt  fur  Chirurgie,  No.  26,  1882  ;  and  Revue  de  Chirurgie,  Jan. 
10,  1883,  p.  74. 
b  Op.  Cit. 
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in  the  more  rapid  progress  of  the  case,  but  in  the  greater  efficiency 
I  bf  the  cure. 

In  cases  of  congenital  hernia  in  children  the  employment  of 
(castration  is,  of  course,  out  of  the  question.  Dr.  Buchanan,  of 
Kxlasgow,a  has  employed  an  expedient  which  proved  successful  in 
ihis  hands,  and  has  the  advantage  of  preserving  the  organ  intact. 
He  dissects  up  the  sac  and  divides  it.  The  lower  portion  he  turns 
idown  so  as  to  form  an  artificial  tunica  vaginalis.  The  upper  half 
he  rolls  up  and  uses  it  as  a  plug  for  the  internal  ring.  He  then 
I  stitches  up  the  canal  with  silk.  The  edges  of  the  internal  ring  are 
drawn  together  with  silver  wire,  but  this  instead  of  being  allowed 
to  remain  in  the  wound,  is  removed  on  the  tenth  day.  The  child 
on  which  he  operated  thus  was  kept  quiet  by  being  secured  to  a  St. 
Andrew's  cross  with  bandages.  At  the  end  of  four  weeks  it  was 
liberated  and  was  then  perfectly  cured. 

Besides  the  difficulties  which  present  themselves,  owing  to 
adhesions  having  formed  in  an  old  hernia  between  the  outer  wall 
of  the  sac  and  the  spermatic  cord,  or  to  the  sac  being  congenital 
and  of  old  standing,  other  circumstances  may  exist  which  may 
complicate  the  operation,  but  which  prove  at  the  same  time  its 
superiority  over  other  methods  of  dealing  with  hernia  generally. 
Among  the  many  instances  which  we  find  published  in  late  years, 
I  may  cite  one  which  was  brought  before  the  Seventh  Congress  of 
German  surgeons,  by  Dr.  Pauly,  of  Posen.b  It  was  the  case  of  a 
woman,  aged  forty-three,  the  subject  of  an  enormous  inguinal 
hernia  of  the  left  side,  which  could  not  be  controlled  by  any  truss. 
The  hernia,  which  had  existed  for  thirteen  years,  reached  nearly  to 
the  middle  of  the  thigh,  and  had  at  its  base  a  circumference  of 
nearly  fifteen  inches.  After  the  replacement  of  the  tumour,  the 
inguinal  canal  was  found  to  be  dilated  into  a  ring  which  could  easily 
admit  four  fingers ;  a  pouch  as  long  as  the  forearm,  consisting  of 
skin  and  hernial  sac,  remained.  Under  antiseptic  precautions  the 
hernial  sac  was  extirpated  and  shown  at  the  Congress.  It  was 
capable  of  holding  about  two  pints  of  water.     The  opening  was 

a  Brit.  Med.  Journ.,  May  17,1879. 
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closed  by  sutures  in  the  usual  way.  The  case  did  well,  and  when 
discharged  from  treatment  showed  no  sign  of  relapse.  Dr.  Pauly 
urges  particularly  that,  before  applying  the  ligature  to  the  neck  of 
the  hernial  sac,  the  sac  should  be  opened,  otherwise,  notwithstanding 
the  apparently  complete  reduction  of  the  hernia,  a  small  loop  of 
intestine  might  be  penetrated  by  the  needle. 

1  may  here  observe  that  this  method  of  operating  is  known  in 
Germany  generally  as  Czerny's  method,  and  Dr.  S.  D.  Gross8,  thus 
refers  to  it : — "  An  extension  of  this  operation  (simple  suture  of 
the  rings)  has,  within  the  last  few  years,  been  practised  by  a 
number  of  surgeons,  chiefly  European,  attention  having  been 
previously  directed  to  it,  in  1879,  by  Professor  Czerny,  of  Heidel- 
berg." 

Now,  Czerny's  first  five  cases  were  published  in  1878,b  seven 
years  after  Lister  recorded  his  two  cases  in  his  Address  on  Surgery, 
and  after  Marcy,  of  Boston,  had  performed  the  same  operation  in 
strangulated  hernia,  published  in  1871.  It  is  evident,  therefore, 
that  he  has  no  claim  to  priority,  nor  is  there  any  special  reason 
why  his  name  should  be  attached  to  it. 

Another  remarkable  case  in  which  this  method  was  employed 
was  reported  by  Professor  Lawrie,  of  Lahore.0  The  patient  was 
a  gentleman,  aged  thirty-four,  who  was  the  subject  of  a  right 
inguinal  hernia,  complicated  with  a  tumour  of  the  right  testicle, 
which  after  removal  proved  to  be  a  soft  carcinoma.  The  tumour 
was  as  large  as  the  closed  fist,  and  was  of  three  months'  growth. 
On  January  5th,  1883,  the  operation  was  performed.  The  hernial 
sac  was  found  to  be  congenital,  and  contained  a  mass  of  omentum 
which  was  adherent  to  the  upper  surface  of  the  tumour.  The  neck 
of  the  sac  and  its  contents  were  transfixed  en  masse  with  double 
catgut,  which  was  tied  on  each  side  immediately  outside  the  ring. 
The  sac,  omentum,  and  tumour  were  amputated  half  an  inch  below 
this  point,  and  the  ring  with  the  thick  stump  in  the  centre  was 
occluded  by  means  of  the  catgut  ligature  which  held  the  stump. 

■  A  System  of  Surgery.  By  S.  D.  Gross.  Vol.  II.,  1882,  p.  514. 
bBerl.  Klin.  Wochenschrift.  1881.  No.  4.  By  Dr.  H.  Braun. 
c  Lancet,  May  12,  1883,  p.  815. 
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"The  patient  left  Lahore  on  January  20th,  well  and  not  wearing  a 
truss."  Professor  Lawrie  has  operated  in  this  manner  twelve  times, 
the  results  being  in  each  equally  good  : — "  Under  proper  antiseptic 
management,"  he  says,  "  without  which  the  operation  would  be 
impossible,  the  wound  heals  at  once,  and  consolidation  of  the  ring 
is  complete  in  from  eight  to  ten  days." 

In  a  few  cases  the  post-mortem  appearances  of  the  parts,  at  varying 
periods  after  the  operation,  have  been  put  on  record,  and  these  all 
demonstrate  the  good  results  which  follow  from  this  method.  In 
no  case  that  I  have  found,  where  Listerian  precautions  were 
adopted,  have  the  evidences  of  peritonitis,  as  a  result  of  the  opera- 
tion, been  seen.  In  a  case  reported  by  Mr.  M.  Banksa  the  patient 
died  about  a  fortnight  after  operation  with  symptoms  referable  to 
the  nervous  system,  he  being  well  advanced  in  locomotor  ataxy. 
The  pillars  of  the  ring  were  found  "  agglutinated  together  with 
lymph  in  such  a  way  that  the  inguinal  aperture  was  completely 
closed,  and  in  the  lymph  the  sutures  were  completely  buried."  In 
a  second  case,  reported  by  Mr.  Davies  ColIcy,b  in  which  the  man 
died  three  years  after  operation,  the  hernial  ring  was  found  repre- 
sented by  a  slight  depression  on  the  inner  side.  The  processus 
vaginalis  was  obliterated,  and  the  tunica  vaginalis  was  nearly 
obliterated. 

I  need  not  here  detail  cases  to  show  that  the  radical  cure  by 
antiseptic  suture  is  applicable  to  other  kinds  of  hernia  besides 
inguinal.  The  two  cases  related  by  way  of  illustration  in  the 
"  Address  on  Surgery,"  Aug.,  1871,  by  Sir  Joseph  Lister,  were — the 
first  a  case  of  large  umbilical  hernia,  the  second  a  ventral  hernia — 
both  completely  successful.  It  is  now  the  oidy  method  employed 
to  effect  the  radical  cure  of  femoral  hernia.  An  interesting  case 
is  reported  in  the  Lancet  for  August  20,  1881,  in  which  Mr.  Wood, 
the  author  of  the  subcutaneous  wire  operation,  employed  it  as  a 
supplemental  operation  in  a  case  of  strangulated  femoral  hernia, 
and  the  same  has  been  done  frequently  by  others.  These  instances 
sufficiently  show  the    wide  application  of  which  this  operation  is 

"  Op.  Cit.,  p.  987. 

b  Lancet,  March  11,  1882. 
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capable.  The  same  cannot  be  said  for  any  other  method  of  treating 
hernia  radically.  Wood's  great  success  in  his  wire  operation  has 
been  attributed  to  the  care  he  exercises  in  selecting  his  cases, 
avoiding  those  in  which  he  had  reason  to  believe  that  the  wire 
operation  would  not  be  successful.  In  1882a  he  acknowledged  that 
in  cases  of  congenital  hernia  he  now  always  removed  the  sac 
through  a  small  opening,  using  antiseptic  precautions,  as  his  large 
experience  of  the  subcutaneous  wire  operation  showed  him  that 
these  cases  were  less  amenable  to  the  radical  cure  than  others.  The 
same  observations  apply  to  Mr.  Spanton's  method  with  the  cork- 
screw needle.  In  his  list  of  cases,  published  in  July,  1882,b  he 
says : — "  The  most  suitable  cases  for  cure  are,  I  think,  those 
occurring  in  the  young,"  and  his  table  of  thirty-four  cases  shows 
that  twenty-two  were  below  the  age  of  eleven,  and  the  remainder 
between  the  ages  of  thirteen  and  twenty-seven.  This  shows  at 
once  the  large  number  of  cases  excluded  from  the  benefits  which 
his  operation  might  afford.  If  we  further  exclude  all  those  forms 
of  inguinal  hernia  where  adhesions  exist  between  the  sac  and  its 
contents,  or  where  the  testicle  has  either  not  descended,  or  is 
adherent  to  the  sac,  the  result  cannot  fail  to  convince  us  of  the 
great  superiority  of  the  method  by  antiseptic  suture.  In  the 
British  Medical  Journal,  p.  1110,  of  December  8th,  1883,  a  new 
operation  is  described  by  Dr.  Fitzgerald,  of  Melbourne,  in  which 
he  obliterates  the  canal  by  means  of  a  crucial  stitch,  which  is 
passed  subcutaneously : — "  The  sutures  being  of  pure  gold  and 
perfectly  unirritating,  are  left  in  permanently."  This  is  an 
improvement  on  the  method  advocated  by  Dowell  of  Texas,0  in 
which  silver  wires  are  introduced  through  the  margins  of  the 
rings,  and  the  free  ends  brought  out  at  the  same  side  of  the  opening 
in  a  line  parallel  to  the  inner  pillar  of  the  ring.  They  are  secured 
over  a  piece  of  wood  or  cork,  as  in  quilled  suture,  and  are  removed 
about  the  seventh  day.  Dr.  Fitzgerald's  method  has  the  great 
advantage  over  other  methods  of  subcutaneous  suture  in  this — that 

a  Lancet,  March  11,  1882. 

b  Brit.  Med.  Journal,  July  22,  1882,  p.  125. 

*  Warren  on  Hernia.     1882,  p.  109. 
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the  wire  is  not  removed,  but  remains  as  a  permanent  barrier 
I  against  the  re-descent  of  the  hernia.  Ingenious  as  this  method  is, 
jit  can  lay  claim  to  no  points  of  advantage  over  the  antiseptic 
suture,  or  open  method,  or  method  of  dissection,  as  it  is  variously 
styled. 

I  have  no  doubt  that  any  surgeon  who  will  give  this  method  a 
trial,  and  who  will  perform  it  under  the  protective  influence  of  full 
and  unmodified  Listerian  principles,  will  hesitate  before  he  sur- 
renders it  for  any  one  of  the  methods  based  on  the  principle  of 
blind  surgery. 


FOREIGN  BODIES  IN  THE  KNEE-JOINT. 
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Surgeon-in-Ordinary  to  Her  Majesty  the  Queen  in  Ireland  ; 

Senior  Surgeon  to  the  Meath  Hospital 

[Read  in  the  Surgical  Section,  February  8,  1884.] 

The  subject  of  foreign  bodies,  or  loose  cartilages,  situated  in  the 
knee-joint,  is  one  of  great  interest  to  the  practical  surgeon — first, 
as  regards  their  presence  in  an  articulation  which,  with  reference 
to  size  and  utility  in  locomotion,  is  the  most  important  in  the  body ; 
and  secondly,  owing  to  the  excruciating  pain  and  oft-recurring 
attacks  of  inflammation  their  presence  so  frequently  produces  by 
getting  locked  between  the  articulating  surfaces  of  the  bones,  ren- 
dering the  life  of  the  patient  most  miserable,  and  preventing  his 
usual  avocations,  or  his  indulging  in  any  form  of  active  exercise. 
Y\  ith  respect  to  the  formation  of  these  loose  cartilages  several 
theories  have  been  advanced,  and  although  they  have  not  been 
noticed  by  any  of  the  very  ancient  writers,  their  presence  is  by  no 
means  uncommon  in  the  different  ranks  of  life.  Ambrose  Pare" 
was  the  first  who  drew  attention  to  the  subject.  He  stated  "  that 
a  hard,  polished,  white  body,  of  the  size  of  an  almond,  was  dis- 
charged from  the  knee-joint  of  a  patient  in  the  year  1558,"  in 
which  he  made  an  incision  for  the  purpose  of  removing  therefrom 
a  collection  of  fluid.  The  next  surgeon  who  wrote  concerning 
these  bodies  was  Pechlin,  in  the  year  1G91,  who  published  the  full 
details  of  another  case  in  which  a  cartilaginous  body  was  success- 
fully extracted  from  the  knee-joint.  Later  on  we  find  Dr.  A. 
Monro,  in  172G,  dissecting  the  knee-joint  of  a  woman  who  had 
been  executed,  and  in  the  course  of  his  dissections  discovering  a 
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partilaginous  body  of  the  shape  and  size  of  a  small  bean.  Ten 
pears  later,  in  1736,  Mr.  Simpson  cut  out  of  the  knee-joint  a 
'similar  substance,  which  at  the  time  of  the  operation  he  believed 
was  only  underneath  the  skin.  From  that  period  until  now  their 
presence  and  consequent  effects  seem  to  have  been  pretty  well 
I  understood,  and  have  been  mentioned  and  described  by  nearly  every 
I  surgical  writer.  The  articulations  in  which  these  formations  occur 
are — the  wrist,  elbow,  shoulder,  temporo-maxillaiy,  knee  and  ankle. 
They  are  met  with,  however,  most  frequently  in  the  knee,  and 
the  severe  set  of  symptoms  which  they  produce  during  loco- 
motion render  their  consideration  interesting.  These  movable 
bodies  are  of  two  kinds — first,  those  described  as  round  or  fiat  con- 
cretions, which  are  supposed  to  consist  of  fibrin  ;  secondly,  those 
which  are  irregular  in  shape,  often  nodulated,  and  formed  of 
ossifying  cartilage.  They  vary  in  number,  size,  and  colour.  One 
may  be  found  in  a  joint,  or  many.  Malgaigne  found  sixty  in  the 
elbow-joint,  and  Dr.  Berry,  of  Kentucky,  removed  thirty-eight 
from  the  knee  of  a  male  negro.  Their  size  varies  from  that  of  a 
millet-seed  to  that  of  a  walnut.  Their  colour  is  sometimes  white 
or  whitish  grey  ;  others  are  of  a  faint  yellow  tint.  As  regards 
mobility,  they  may  be  completely  isolated  and  moving  freely  about 
the  joint  in  every  direction,  or  they  may  be  attached  by  a  slight 
band  of  fibrinous  exudation  or  lymph  to  some  point  of  the  synovial 
membrane. 

The  loose  cartilages  belonging  to  the  first  or  fibrinous  variety 
are  supposed  to  originate  in  different  ways — viz.,  they  may  be 
formed  out  of  the  masses  of  fibrin  which  float  about  in  the  exuda- 
tion and  effusion  that  accompany  an  attack  of  synovitis ;  or  they 
may  arise  in  the  synovial  fluid,  which  has  been  changed  in  its  con- 
stitution by  inflammation  ;  or  again,  they  may  arise  by  the  concen- 
tration of  fibrin  around  a  mass  of  coagulated  blood  which  has  found 
its  way  into  the  joint  by  the  rupture  of  a  small  vessel,  the  result 
of  an  accident. 

Those  bodies  of  the  second  variety  mentioned  are  organised,  and 
can  be  referred  to  one  of  four  distinct  sources. 

Firstly,  in  the  apices  of  the  synovial  fringes  cartilage  cells  are 
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known  occasionally  to  exist,  which,  under  the  stimulus  of  inflam- 
matory action,  undergo  active  proliferation  and  organisation,  thus 
forming  a  cartilaginous  nodule,  which  ossifies  in  the  centre,  and  by 
the  movement  of  the  joint  becomes  completely  detached  from  the 
fringe  of  the  synovial  membrane  it  originally  sprang  from,  and 
thus  falls  loose  into  the  cavity  of  the  joint  and  floats  about  in  every 
direction. 

Secondly,  one  or  more  of  the  edges  of  the  synovial  membrane 
may  become  pinched  or  squeezed  between  the  articulating  surfaces 
of  the  bones,  giving  rise  to  local  and  inflammatory  infiltration,  and 
thickening  of  small  portions  of  the  membrane.  In  due  course  these 
become  crushed  off  or  detached  from  their  connexion  with  the  rest 
of  the  synovial  sac,  and  drop  freely  into  the  joint. 

Thirdly,  these  bodies  may  arise  outside  the  synovial  sac  in  the 
periosteum  or  sub-synovial  connective  tissue  as  osteophytes,  and  in 
time,  by  excessive  movement,  may  be  forced  into  the  cavity  of  the 
articulation. 

Fourthly,  they  may  arise,  as  Mr.  Teale  has  suggested,  as  the 
result  of  fragmentary  exfoliations,  or  separations,  of  small  portions 
of  the  cartilages  composing  the  joint  itself. 

The  late  Mr.  Adams,  of  Dublin,  considered  their  presence  was 
due  to  an  osteo-arthritic  origin.  The  symptoms  attending  the  pre- 
sence of  these  bodies  are  so  well  known  that  it  is  hardly  necessary 
to  mention  them.  Suffice  it  to  say — the  patient,  when  walking  or 
in  some  movement  of  the  joint,  is  suddenly  seized  with  a  most 
violent  pain,  and  is  unable  to  move  the  joint  in  any  direction.  The 
pain  at  times  is  so  great  that  he  becomes  sick  and  faint,  and 
is  compelled  to  grasp  the  nearest  object  to  prevent  himself  from 
falling.  When  the  position  of  the  limb  is  changed  the  cartilage 
slips  from  between  the  articulating  surfaces,  the  pain  instantly  sub- 
sides, and  the  function  of  the  joint  is  immediately  restored.  These 
attacks  of  pain  occur  as  often  as  the  body  gets  between  the  bones, 
ami  according  to  the  amount  of  exertion  the  patient  has  been 
subjected  to.  The  frequency  of  the  attacks  would  also  depend  on 
whether  the  foreign  body  was  entirely  free,  or  its  range  of  mobility 
limited  in  its  extent  by  a  small  attached  pedicle,  or  band  of  lymph. 
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!  It  is  most  likely  that  during  some  movement  slight  inflammation 
llnay  set  in,  causing  the  pouring  out  of  lymph  which  makes  the 
l)ody  become  adherent  to  some  part  of  the  synovial  membrane,  in  a 
Situation  that  would  not  interfere  with  motion;  or  else  it  may 
i|fall  into  some  little  pocket  or  recess  formed  by  the  folds  of  the 
synovial  membrane,  in  which  it  becomes  temporarily  fixed.  This 
/accounts  for  the  absence  of  pain,  inconvenience,  and  disappearance 
I  of  the  body  for  intervals  of  weeks,  and  the  return  of  the  symptoms 
would  prove  that  it  has  again  been  detached  or  dislodged. 

The  treatment  for  these  loose  cartilages,  or  foreign  bodies  of  any 
I  kind  finding  their  way  into  the  knee-joint,  may  be  divided  into  the 
palliative  and  the  radical.  The  former  consists  in  the  wearing  of  a 
well-fitting  laced  knee-cap,  or  other  mechanical  appliance  for  the 
purpose  of  fixing  permanently  the  body  in  a  situation  that  will  not 
interfere  with  the  free  motion  of  the  joint.  Some  patients  are 
quite  satisfied  with  this  form  of  treatment. 

Cases,  however,  will  occur,  owing  to  constant  attacks  of  pain  and 
inflammation,  when  it  becomes  necessary  to  recommend  the  removal 
of  the  foreign  body.  In  adopting  the  radical  treatment  the  surgeon 
has  the  choice  of  two  operations  : — 

1.  The  direct  incision. 

2.  The  indirect  or  subcutaneous  incision,  as  practised  by  Syme 
and  Goyrand. 

As  two  remarkable  cases  of  foreign  bodies  in  the  knee-joint  have 
very  recently  come  under  my  observation,  I  will  briefly  give  the 
history,  progress,  and  successful  result  of  the  direct  method  of 
operation,  as  performed  under  the  spray,  and  other  antiseptic  pre- 
cautions : — 

Removal  of  a  Loose  Cartilage  from  the  Knee-joint. 

Case  I. — J.  II.,  aged  twenty-six,  a  private  in  the  5th  Dragoon 
Guards,  stationed  at  York,  was  admitted  into  the  Meath  Hospital 
on  January  7th,  1884,  suffering  from  a  loose  cartilage  in  his  left 
knee-joint. 

History. — He  stated  that  in  July,  1883,  whilst  riding  through 
the  streets  of  York,  his  horse  became  restive  and  backed  against 
a  passing  cab.     His  knee  was  squeezed.     After  this  accident  he 
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was  confined  to  the  Military  Hospital  at  York  for  a  fortnight,  and 
although  he  suffered  much  pain  he  did  not  observe  the  small  body- 
moving  about  in  his  knee-joint  until  September,  1883,  when  Dr. 
Riordan,  of  the  Army  Medical  Department,  detected  it.  For  weeks 
he  felt  no  inconvenience  from  its  presence,  being  able  to  walk 
about  and  attend  to  his  military  duties.  At  other  times  he  was 
seized  with  a  most  violent  pain  in  his  knee  rendering  him  unable 
to  stand,  walk,  or  move  the  joint  in  any  direction. 

He  was  now  invalided  from  the  service  by  a  medical  board,  and 
my  friend,  Dr.  Riordan,  gave  him  a  letter  to  me  asking  that  he 
should  be  admitted  to  the  Meath  Hospital,  where  he  was  taken  in 
on  January  7th,  1884. 

State  on  admission. — His  left  knee-joint  being  carefully  examined, 
a  loose  cartilage  was  discovered  moving  about  in  several  directions. 
Sometimes  it  was  difficult  to  ascertain  its  exact  position.  The  man, 
however,  by  different  movements  of  his  joint,  could  always  manage 
to  find  it. 

Operation. — On  January  17th,  1884,  ether  having  been  admi- 
nistered, I  operated  by  the  direct  method  under  the  carbolic  spray, 
assisted  by  my  colleagues,  Messrs.  Smyly,  Ormsby,  and  Hepburn. 
The  cartilage  was  found  to  be  extremely  movable,  and  very  difficult 
to  fix  in  any  one  given  position.  It  was  secured  after  several 
attempts  by  means  of  a  needle  at  the  outer  and  lower  border  of 
the  patella.  The  needle  Avas  passed  through  the  integument,  and 
made  to  penetrate  the  body.  An  incision  about  two  inches  long 
was  carried  directly  over  the  cartilage.  A  quantity  of  synovial 
fluid  escaped  through  this  incision.  The  cartilage  was  then 
extracted,  and  the  edges  of  the  wound  brought  together  by  means 
of  two  silver  wire  sutures,  and  dressed  with  full  antiseptic  pre- 
cautions. The  joint  was  also  fixed  by  means  of  a  well-padded 
posterior  splint,  and  the  patient  removed  to  his  bed. 

After-treatment. — He  suffered  very  little  pain  or  uneasiness  the 
night  of  the  day  of  the  operation.  His  pulse  and  temperature  were 
normal  and  remained  so  throughout  his  entire  convalescence. 

First  dressing. — The  wound  was  dressed  under  the  spray  on  the 
25th,  eight  days  after  the  operation,  and  it  was  found  aseptic  ;  no 
appearance  of  pus;  its  edges  lying  in  perfect  apposition.  The 
Sutures  were  removed,  and  it  was  covered  with  carbolic  gauze. 

Second  dressing  on  29th  January,  1881,  when  it  was  found  to  be 
completely  healed.  Dressings  were  then  discontinued,  and  merely 
a  bandage  applied.      Four  days  later  he  was  able  to  walk  about 
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the  ward.     He  has  now  obtained  almost  complete  use  of  his  joint, 
and  is  most  anxious  to  re-enter  the  service. 

A  Bullet  removed  from  the  Knee-joint  after  a  lodgment  of  Thirteen 

Years. 

Case  II. — Whilst  Mr.  R.  T.,  aged  forty-five  years,  one  of  the 
most  eminent  gun-makers  in  this  city,  was  holding  a  Derringer 
pistol,  which  he  was  about  to  discharge,  it  suddenly  went  off,  and 
the  ball  struck  him  and  entered  about  two  inches  above  his  left 
patella.  This  occurrence  happened  thirteen  years  ago.  He  bled 
very  little  at  the  time,  and  was  seen  in  about  half  an  hour  after 
the  accident  by  the  late  Mr.  John  Hamilton,  who  did  not  deem 
it  prudent  to  explore  the  wound,  but  placed  his  limb  in  a  fixed 
position,  and  applied  a  cold  lotion. 

The  next  day  considerable  inflammation  was  present  in  the  knee- 
joint,  and  in  two  days  afterwards  a  slight  discharge  of  pus  flowed 
from  the  wound,  which  was  supposed,  at  the  time,  to  have  taken  a 
downward  course.  He  was  confined  to  bed  for  upwards  of  three 
months,  and  had  a  slow  convalescence  for  three  months  longer 
before  he  was  able  to  resume  his  usual  avocations.  From  this 
time  to  about  seven  years  after  the  accident  he  remained  well ; 
then,  whilst  stepping  off  a  car,  the  bullet  suddenly  came  to  the 
surface  below  the  patella,  but  before  he  could  obtain  any  surgical 
assistance  it  had  disappeared  again. 

In  the  early  part  of  December,  1883,  his  knee-joint  became 
swollen  and  uncomfortable,  but  not  very  painful ;  and  on  the 
evening  of  the  24th  of  December  last  I  received  a  note  from 
his  brother  stating  that  the  ball  had  come  to  the  surface,  and 
requesting  me  to  see  him  at  once.  I  saw  him  in  about  twenty 
minutes,  bringing  with  me  the  necessary  instruments  and  antiseptic 
dressings.  I  found  that  the  ball  had  made  its  way  to  the  inside  of 
the  patella,  and  was  almost  under  the  skin.  Having  fixed  it  with 
the  thumb  and  fore-finger  of  my  left  hand,  I  cut  down  and  exposed 
its  surface.  I  attempted  to  seize  it  with  a  forceps,  but  the  instru- 
ment slipped  twice.  I  then  passed  beneath  a  small  steel  scoop, 
and  thus  extracted  it  with  case.  The  joint  being  opened,  a  large 
quantity  of  synovial  fluid  escaped  at  the  moment  the  ball  was 
removed.  I,  however,  closed  the  wound  immediately  with  a  strip 
of  salicylic  plaster  and  applied  the  usual  antiseptic  dressings. 

I  need  not  weary  you  with  the  daily  notes  of  this  case,  but  may 
state  that  it  was  treated  throughout  antiseptically.     In  ten  days  the 
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wound  was  healed,  and  the  patient  was  allowed   to  sit  up,  and  in 
three  weeks  from  the  operation  he  was  walking  about  his  room. 

These  two  cases  I  considered  might  be  received  with  interest  by 
the  Academy,  and  I  think  are  additional  proofs  (if  such  were  re- 
quired) of  the  great  advantages  of  antiseptic  surgery.  In  my 
student  days  a  wound  of  the  knee-joint,  with  escape  of  synovia, 
was  often  followed  by  amputation  or  death.  Now,  without  fear, 
we  cut  into  a  knee-joint  under  the  carbolic  spray,  thus  stamping 
on  "  Listerism  "  the  verdict  of  almost  universal  success. 


ON    A    CASE    OF     PISTOL-SHOT    WOUND    OF 
THE   CEREBELLUM. 

By  WILLIAM  THOMSON,  M.A.,  F.R.C.S. ; 

Surgeon  to  the  Richmond  Hospital. 

[Read  in  the  Surgical  Section,  February  8,  1884.] 

On  the  26th  November,  1882,  I  was  asked  by  the  authorities  to 
assist  Dr.  Egan  in  making  a  post  mortem  examination  on  the  body 
of  a  detective  officer,  who  had  been  shot  on  the  previous  evening 
during  an  attempt  by  him  and  his  comrades  to  arrest  a  number  of 
suspected  men.  He  was  carried  to  a  neighbouring  hospital,  and 
being  then  dead,  the  body  was  transferred  to  the  Morgue,  where  the 
autopsy  was  held  on  the  27th.  On  external  examination  a  small 
round  wound  was  found  in  the  occipital  region,  about  an  inch  to 
the  right  of,  and  an  inch  below,  the  occipital  protuberance.  There 
was  no  mark  of  powder  on  the  scalp,  or  anything  to  indicate  that  the 
shot  had  been  delivered  at  close  quarters.  On  reflecting  the  scalp, 
and  thus  exposing  the  aperture  in  the  bone,  I  found  a  piece  of  lead 
upon  the  right  margin  of  this  opening,  and  tolerably  firmly  fixed  to 
the  bone.  For  the  time,  this  was  left  in  situ.  The  calvaria  was 
then  removed.  This  was  a  very  difficult  operation,  because  the 
dura  mater  was  closely  adherent,  and  a  great  deal  of  laceration  of 
this  membrane  was  unavoidable.  Between  the  dura  mater  and  the 
right  parietal  bone  was  a  considerable  effusion  of  blood,  showing 
some  wound  of  a  meningeal  vessel.  The  brain  was  next  removed  and 
inspected.  Corresponding  to  the  wound  in  the  occipital  bone,  the 
right  lobe  of  the  cerebellum  was  pulpy  and  disintegrated  for  a  depth 
of  half  an  inch.  Some  small  fragments  of  bone  and  lead  were  found 
in  the  debris.  The  portion  of  lead  referred  to  as  attached  to  the 
occipital  bone  was  examined,  and   was  found   to  consist  of  the 
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anterior  half  of  a  revolver  bullet.  The  apex  was  directed  towards 
the  right  and  slightly  upwards,  the  base  was  oblique,  and  had 
evidently  been  thus  cut  and  shaped  by  the  edge  of  the  bone.  The 
bullet  had  apparently  impinged  upon  the  part  at  a  very  acute  angle, 
had  crushed  in  the  bone,  and  in  its  onward  course  had  met  with 
the  sharp  margin  of  the  hole  so  made,  and  been  divided  upon  the 
right  edge  where  it  was  found.  The  remainder  of  the  bullet  was 
not  found  at  this  time.  The  cerebellum  was  carefully  sliced,  then 
the  right  hemisphere,  but  no  trace  of  the  missing  portion  could  be 
found  in  either  of  these  parts.  The  left  hemisphere  was  then 
examined  from  above  downwards,  slices  being  made  as  before,  and 
it  was  only  on  coming  to  the  inferior  part  of  the  anterior  lobe  of  the 
left  hemisphere  that  the  edge  of  the  knife  struck  upon  a  piece  of 
lead.  This  proved  to  be  the  remainder  or  basal  portion  of  the 
bullet.  It  was  imbedded  in  the  superficial  part  of  the  brain  substance, 
to  about  its  own  depth,  with  the  base  directed  inwards,  and  the  cut 
surface,  which  corresponded  to  that  already  described  in  the  other 
portion,  directed  outwards.  The  question  arose  how  the  fragment 
got  there,  having  entered  on  the  right  side  of  the  occipital  bone ; 
and  a  careful  examination  of  the  sections  of  brain  was  made,  but 
no  track  of  a  passage  through  the  substance  of  the  organ  could  be 
found. 

A  second  wound  was  found  on  the  left  arm  a  little  above  and 
between  the  olecranon  process  and  the  internal  condyle.  This  was 
traced  upwards  to  the  armpit,  and  a  bullet  was  found  lying  behind 
the  pectoralis  major,  as  it  forms  the  anterior  boundary  of  the  axilla. 

A  contusion  on  the  left  forearm  was  the  only  other  mark  of 
violence. 

The  point  of  surgical  interest  in  this  case,  thus  far,  is  as  to  the 
course  of  the  basal  fragment  of  the  bullet  found  imbedded  in  the 
brain.  I  have  stated  that  there  was  no  trace  of  a  track  through  the 
organ  by  which  the  bullet  could  have  passed;  and  we  are  therefore 
shut  up  to  the  conclusion  that  the  fragment  moved  round  the  inner 
surface  of  the  vault  of  the  skull,  between  the  dura  mater  and  the 
bone,  until  it  was  stopped  where  I  found  it.  The  adhesions  of  the 
dura  mater  rendered   laceration   unavoidable,  and   I  was  therefore 
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lunable  to  determine  any  openings  made  by  the  bullet  in  that  mem- 
ibrane.  But  the  effusion  of  blood  under  the  right  parietal  bone 
showed  that  some  rupturing  force  had  been  introduced  there,  and 
there  was  in  addition  a  very  distinct  lead  patch,  on  the  inner  surface 
of  the  same  bone,  showing  that  lead  had  traversed  that  region. 

We  are  all  aware  of  the  fact  that  bullets  are  very  easily  deflected 
from  their  course,  and  that  they  especially  adapt  themselves  to 
curved  surfaces,  if,  with  a  certain  velocity,  there  is  present  a  suffi- 
cient restraining  or  directing  material  even  so  soft  and  pliable  as 
muscle.  Here  the  course  of  the  bullet  was  from  left  to  right,  and 
the  division  of  it  took  place  when  it  struck  upon  the  right  margin 
of  the  bone  wound.  The  anterior  portion  remained  adherent  there; 
the  basal  portion  was  deflected  inwards,  but  continuing  its  course 
with  diminished  velocity  dissected  its  way,  so  to  speak,  between  the 
dura  mater  and  the  bone,  to  the  position  in  which  it  was  found. 
This  is  a  very  remarkable  occurrence,  and  it  is  especially  so  when 
we  remember  that  the  sinuses  which  had  to  be  crossed  in  the  course 
escaped  uninjured. 

That  it  is  possible,  however,  is  quite  clear.  Dr.  Thomas  Little 
has  directed  my  attention  to  a  case  of  a  somewhat  similar  character, 
and  as  it  is  the  only  one  that  I  have  been  able  to  find  I  may  refer 
to  it  here.  Baron  Larrey  reports  that  a  soldier  was  struck  in  the 
middle  of  the  forehead  by  a  ball  which  penetrated  the  os  frontis,  and 
then  passed  obliquely  backwards  between  the  skull  and  the  dura 
mater,  in  the  course  of  the  longitudinal  sinus,  as  far  as  the  lambdoidal 
suture,  where  it  stopped.  Larrey  traced  the  situation  of  the  ball  by 
the  introduction  of  a  gum-elastic  catheter  into  the  opening  ;  and 
measuring  the  distance  between  the  fracture  and  the  place  where 
he  felt  the  ball,  he  cut  down  upon  that  part  of  the  skull  beneath 
which  he  concluded  that  the  ball  was  lodged.  The  bone  was  then 
perforated  with  a  large  trepan,  a  good  deal  of  pus  was  discharged, 
the  ball  was  extracted,  and  the  patient  recovered. — (Coopers  Surg. 
Diet,  Vol.  I.,  p.  900.) 

This  bears  out  very  strongly  the  view  I  have  taken  as  to  the 
course  of  the  bullet  in  this  case.  It  has  been  suggested  that  the 
bullet  did  traverse  the  brain  substance,  and  that  the  track  had  closed  ; 
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but,  as  I  have  said,  careful  search  was  made  for  any  trace  of  a 
passage  through  the  organ,  and  none  could  be  found.  There  would 
at  all  events  have  been  some  sign  of  contusion  shown  by  small 
effusions  from  the  torn  vessels,  but  not  even  this  was  discoverable. 
The  original  course  of  the  bullet  was  also  undoubtedly  from  left  to 
right  and  somewhat  upwards,  as  was  shown  by  passing  a  catheter 
into  the  wound  before  any  incisions  were  made,  and  by  the  position 
of  the  anterior  portion  of  the  bullet  when  found.  It  is  unnecessary 
to  adopt  such  a  theory  as  I  have  just  referred  to,  when  we  have 
sufficient  data  to  show  that  the  course  here  described  was  not  only 
possible,  but  that  the  facts  before  us  prove  the  bullet  to  have  taken 
the  direction  I  have  indicated. 

But  more  important  than  the  surgical  are  the  medico-legal 
questions  which  arise  in  this  case.  In  order  to  make  these  intelli- 
gible, I  may  shortly  mention  the  circumstances  under  which  the 
wound  was  inflicted : — A  number  of  detectives  were  anxious  to 
follow  a  body  of  men  whom  they  suspected.  The  officers  were  on 
the  right  hand  footpath,  the  suspects  on  the  left.  They  were  both 
proceeding  in  the  same  direction.  The  detectives  crossed  the  street 
obliquely  towards  the  other  men,  and  when  the  former  were  still  in 
the  carriage  way,  one  of  the  persons  followed  turned  round,  stepped 
into  the  channel,  and  facing  the  first  detective,  but  standing  at  the 
left  side  of  the  officer  as  he  advanced,  fired.  At  the  moment  that 
this  took  place,  it  was  sworn  that  the  deceased,  still  moving  onwards, 
had  turned  his  head  to  the  right  in  order  to  extract  a  revolver  from 
his  side-pocket,  where  it  had  been  caught  in  his  effort  to  draw  it. 
But  it  was  further  sworn  that  after  this  first  shot  the  deceased  ad- 
vanced upon  his  assailant,  and  fell  upon  him,  both  going  to  the 
ground.  There  was  much  firing  then,  and  the  prisoner  was  struck 
twice. 

Now,  the  first  difficulty  in  the  case  arose  from  the  fact  that  the 
prisoner's  revolver  had  only  one  discharged  cartridge,  while  I 
found  two  bullets  in  the  body.  One,  therefore,  must  have  come 
from  the  police,  or  from  one  of  the  companions  of  the  prisoner. 
It  was  stated  that  there  was  general  firing  on  both  sides,  and 
therefore  the  second  wound  may  have  been   inflicted   by  either 
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party,  but  certainly  not  by  the  prisoner.  A  comparison  of  the 
bullets  might  determine  this  question,  but  unless  we  had  all  the 
revolvers  fired  against  the  police,  for  comparison,  it  would  be 
impossible  to  say  whence  the  second  bullet  came.  We  have,  how- 
ever, nothing  to  do  with  that  matter  here.  I  may  only  mention, 
in  order  to  make  the  narrative  complete,  that  the  man  was  then 
arrested,  and  although  committed  for  murder,  was  only  tried  on 
the  minor  charge  of  firing  a  loaded  weapon  at  the  officer,  and  was 
convicted.  The  authorities  had,  from  a  comparison  of  the  bullets, 
satisfied  themselves  that  the  fatal  shot  was  not  fired  by  the 
prisoner. 

We  will  suppose,  however,  that  in  this  case  both  the  bullets 
were  of  the  same  size  and  marking.  The  question  would  then 
arise — which  wound  was  inflicted  by  the  person  charged,  who 
only  fired  one  shot  ?  The  discussion  of  this  point  may  be  taken 
under  three  heads  : — 

(I.)  Could  a  person  in  the  position  of  the  prisoner  have  inflicted 
the  wound  on  the  back  of  the  head  ? 

(2.)  If  the  wound  in  the  cerebellum  had  been  first  inflicted, 
could  the  person  so  injured  have  made  any  advance  ? 

(3.)  Is  a  wound  of  the  cerebellum  necessarily  an  immediately 
fatal  injury? 

(1.)  The  answer  to  the  first  question  cannot,  of  course,  be  quite 
satisfactory.  In  a  struggle  like  this  men  are  naturally  excited, 
and  the  relative  positions  of  two  persons,  as  told  by  others  also 
engaged  in  the  affray,  has  always  to  be  accepted  with  some  modifi- 
cation due  to  the  circumstances.  But  there  appears  to  me  to  be 
no  doubt  that  a  wound  such  as  this  could  be  inflicted  by  one 
person  upon  another  advancing  towards  him  in  the  positions  which 
have  been  described.  The  assailant  was  to  the  left  front  of  the 
detective,  who,  it  was  sworn,  had  to  turn  his  head  well  round  to 
his  right,  in  order  to  see  what  impediment  there  was  to  the 
removal  of  his  pistol  from  his  side-pocket.  If  you  place  persons 
in  similar  positions  you  will  see  how  much  of  the  back  of  the  head 
is  exposed  to  the  individual  standing  on  the  left  front.  In  this 
case  the  wound  passed  from  the  left  slightly  upwards  and  to  the 
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right,  making  a  very  small  angle  with  the  surface  at  the  point  of 
impact — in  fact,  if  the  head  had  been  thrown  forward  half  an 
inch  the  deceased  officer  would  have  escaped,  or  at  worst  have 
received  a  scalp  wound.  At  the  same  time,  however,  there  are 
other  sufficient  explanations  of  this  injury,  one  of  which  is  that  it 
might  have  been  inflicted  while  the  man  lay  on  the  ground,  back 
up,  and  with  his  face,  in  the  struggle,  turned  somewhat  to  the  left. 
Here  a  bullet  coining  from  a  person  firing  at  either  detective  or 
prisoner,  as  they  lay  on  the  ground,  might  have  produced  the  same 
results,  and  shown  the  same  course. 

(2.)  If  the  wound  in  the  cerebellum  had  been  first  inflicted, 
could  the  person  so  injured  have  made  any  advance  ? 

This  is  a  question  of  the  greatest  importance,  because  in  this 
case  it  was  proved  that  after  the  first  shot  was  fired,  the  deceased 
did  advance  upon  his  assailant  and  reach  him.  The  prisoner  only 
fired  one  shot,  and  therefore  upon  this  would  largely  turn  the 
decision  whether  he  had  really  produced  the  fatal  wound. 

Now,  in  viewing  this  branch  of  the  subject  we  must  carefully 
consider  what  are  the  functions  of  the  cerebellum.  We  know  that 
this  question  forms  a  very  debatable  one  in  physiology.  There 
are,  however,  certain  ascertained  facts  which  will  help  us  to  a 
decision. 

There  is  no  doubt  that  some  lesions  of  the  cerebellum  are 
attended  by  loss  of  co-ordinate  movement.     Flourens  says  : — 

"  I  removed  the  cerebellum  of  a  pigeon  in  successive  slices. 
During  the  removal  of  the  first  layers  there  appeared  only  a  weak- 
ness and  want  of  harmony  in  its  movements.  On  removal  of  the 
middle  layers  the  animal  exhibited  a  general  agitation,  without 
true  convulsions.  It  made  brusque  and  irregular  movements,  and 
continued  both  to  see  and  to  hear.  On  removal  of  the  last  layers 
the  animal  entirely  lost  the  power  of  standing,  flying,  leaping,  or 
walking,  which  had  been  gradually  affected  by  the  preceding 
mutilation.  Placed  on  its  back  it  "Was  unable  to  rise.  Instead  of 
remaining  quiet  and  immovable,  like  pigeons  deprived  of  their 
hemispheres,  it  was  in  a  continual  state  of  restlessness  and  agita- 
tion, but  could  never  make  any   determinate  movements 
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Sensation,  volition,  and  intelligence  remained." — {Functions  of  the 
Brain,  Ferrier,  page  87.) 

We  know,  on  the  other  hand,  that  in  some  cases  of  diseases  of  the 
cerebellum  the  patient  does  not  exhibit  any  marked  want  of  power 
of  co-ordination.  Andral  has  noted  "  93  cases  of  disease  of  the 
cerebellum,  and  on  analysis  comes  to  the  conclusion  that  only  one 
of  them  quite  supports  Flourens'  theory  that  the  cerebellum  is  the 
organ  of  co-ordination  of  movements." — (Op.  cit.,  89.) 

Combette  {Revue  Med.,  1831)  gives  "  the  particulars  of  the  symp- 
toms observed  in  a  young  girl  in  whom  there  was  complete  absence 
of  the  cerebellum.  This  patient  could  stand  and  walk  up  to  a  short 
period  before  her  death,  and  the  only  characteristic  symptom  noted 
was  that  'se  laissait  souvent  tomoery  Another  case  reported  bv 
Bouillaud,  and  referred  to  by  Longet  and  Vulpian,  is  that  of 
GueVin,  whose  cerebellum  was  found  after  death  to  be  almost 
completely  destroyed  by  disease.  This  patient  still  retained  the 
power  of  co-ordination  of  movements,  and  could  walk,  only  he  was 
observed  to  reel  and  totter  when  he  walked.  In  reference  to 
this  case  Vulpian  remarks  : — "  Here  we  have  a  case  in  which  the 
cerebellum  was  destroyed,  and  yet  the  patient  could  walk,  though 
in  an  unsteady  manner.  But  if  this  (Flourens')  hypothesis  were 
well  founded,  he  ought  not  to  have  been  able  to  stand  or  walk  a 
step,  for  the  combination  of  muscular  contractions  necessary  for 
locomotion  or  maintaining  the  erect  attitude  ought  to  have  been 
altogether  impossible." — (Op  cit.,  89.) 

Ferrier,  while  admitting  that  lesions  of  the  cerebellum  cause  dis- 
turbances of  stability  and  locomotion,  believes  that  the  evidence 
from  all  sources  tends  ''  to  show  that  the  cerebellum  is  not  specially 
concerned  in  the  co-ordination  of  locomotion — a  function  which  we 
have  seen  reason  to  localise  in  the  optic  lobes." 

It  is  necessary,  however,  that  we  should  observe  a  distinction 
between  injuries  suddenly  inflicted  and  diseases  slowly  progressing, 
for  in  the  former  case  we  have  in  addition  the  element  of  shock  in 
operation.  But  it  will  be  observed  also  that  even  allowing  for 
this,  Flourens'  incisions,  while  they  were  confined  to  the  outer 
parts,  caused  very  slight  disturbance,  and  that  it  was  only  when 
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the  deeper  parts  were  reached  that  the  symptoms  of  want  of  co- 
ordination were  well  established.  Consciousness  was  never  lost 
during  the  operation,  and  intelligence  remained  unimpaired. 

It  may  be  stated  then — and  this  will  be  further  illustrated  in  the 
consideration  of  the  next  question — that  in  a  wound  of  the  cerebellum 
the  person  injured  need  not  necessarily  fall,  and  that  it  would  be 
possible  for  him  to  make  forward  movements  for  some  distance, 
irregular  it  may  be,  but,  so  long  as  the  cerebral  functions  were  not 
interfered  with,  with  absolute  consciousness  and  intelligence. 

(3.)  Is  a  wound  of  the  cerebellum  a  necessarily  fatal  injury, 
immediate  or  remote  ? 

Any  lesion  of  the  brain  substance  is  always  dangerous,  and  may 
be  attended  with  immediately  fatal  consequences.  But,  on  the 
other  hand,  there  are  numerous  instances  on  record  in  which  the 
most  severe  injuries  have  been  unattended  with  any  symptoms. 
Professor  Bigelow  vouches  for  a  case  in  which  an  iron  bar,  weighing 
13tf  lbs.,  3  feet  7  inches  long,  and  1£  inches  in  diameter,  was 
driven  through  a  man's  skull  by  a  blasting  charge.  It  entered  the 
cranium  opposite  the  left  angle  of  the  lower  jaw,  behind  the 
zygoma,  and  emerged  on  the  left  side  of  the  centre  of  the  frontal 
bone,  near  the  saggital  suture.  The  man  was  conveyed  home  in  a 
cart,  in  which  he  sat  upright,  descended  of  his  own  accord,  and 
then  with  but  little  help  mounted  a  long  flight  of  stairs  leading  to 
a  piazza,  where  he  sat  down,  perfectly  conscious,  until  aid  could  be 
procured.  He  recovered. — (Med.  Ch.  Review,  1850,  Vol.  VI., 
p.  544.) 

A  case  more  in  point  is  that  recorded  by  Brown-S^quard 
{Lancet,  Nov.  30,  1861),  which  is  from  notes  supplied  by  Mr. 
Brownfield,  house  surgeon  to  the  Poplar  Hospital.  A  man  fell  into 
the  hold  of  a  ship  a  distance  of  1 6  feet.  He  fell  so  that  the  back 
of  bis  head  struck  against  a  railway  bar.  The  immediate  effect 
was  a  slight  stunning,  but  so  slight  that  he  was  able  to  walk  out  of 
the  ship's  hold  on  to  the  deck.  The  surgeon  who  saw  him  found 
no  symptoms,  and  told  him  to  go  home  and  rest.  He  walked  one- 
third  of  a  mile  to  the  hospital,  and  on  admission  walked  upstairs  to 
bed.     He,  however,  died  the  same  night.     On  post  mortem  exami- 
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;  nation  there  was  a  blood  effusion  under  the  dura  mater  oti  the  sur- 
face of  the  left  hemisphere.  It  was  traced  forwards  and  down- 
wards around  the  anterior  lobe,  and  then  backwards  along  the  base 
of  the  skull  to  a  laceration  of  the  cerebellum.  This  laceration  was 
of  the  left  lobe,  on  the  inferior  and  posterior  surface.  It  was 
vertical,  an  inch  and  a  half  in  length,  and  half  an  inch  deep.  It 
was  situated  in  the  lobe  quite  away  from  the  pons  or  crus  cerebelli. 

Other  cases,  from  the  history  of  the  American  war,  show  cer- 
tainly that  injury  is  not  immediately  fatal,  and  the  case  I  have  just 
cited  proves  that  a  very  extensive  lesion  of  the  cerebellum  may  be 
present  without  giving  any  symptoms  whatever  of  want  of  power 
of  co-ordination. 

I  have  brought  the  case  before  the  Academy  because  it  is  one 
which  suggests  many  points  for  thought  and  discussion.  Injuries 
of  this  particular  part  are  not  frequent,  and  it  is,  therefore,  well  to 
note  any  details  which  may  be  of  use  for  future  guidance.  In  the 
present  instance  there  are  special  problems  for  solution  which 
cannot  fail  to  be  of  intez-est,  especially  in  the  medico-legal  aspect. 


A   REMARKABLE    CASE   OF   ABDOMINAL 
TUMOUR. 

By    J.    K.    BARTON,    F.R.C.S. ; 

Surgeon  to  the  Adelaide  Hospital. 

[Read  in  the  Surgical  Section,  March  7,  1884.] 

The  following  case  is  of  special  interest  in  connexion  with  recent 
advances  in  abdominal  surgery,  and  perhaps  is  not  less  remarkable 
pathologically  as  a  tumour  of  the  intestine,  developed  primarily 
in  the  walls  of  the  gut : — 

Case. — T.  A.,  twenty-five  years  of  age,  an  engine-fitter,  a  pale, 
slight  young  man,  never  very  robust,  began  in  June,  1882,  to 
complain  of  sickness  of  stomach  towards  evening  and  occasional 
pain  in  lower  part  of  abdomen  just  above  the  pubes.  These 
symptoms  were  somewhat  relieved  by  aperient  medicine,  and  in 
August  of  same  year  he  married,  feeling  at  this  time  very  well. 
About  four  months  after  his  marriage  the  same  symptoms  which 
he  had  previously  suffered  from  recurred  with  greater  intensity, 
and  were  accompanied  by  severe  straining  when  his  bowels  were 
moved.  These  signs  of  intestinal  derangement  continued  with 
partial  intermissions  during  the  ensuing  year.  In  August,  1883, 
he  stated  that  he  for  the  first  time  passed  stools  of  a  membranous 
kind  and  blood,  but  in  small  quantity.  About  the  same  time  he 
began  to  notice  that  the  pain  was  worse  when  the  bladder  was 
distended.  This  led  him  to  pass  water  frequently,  and  this 
increased  so  much  as  to  become  his  chief  complaint.  So  great 
was  this  torment  of  frequent  and  painful  micturition  that  he 
consulted  different  medical  men.  At  one  time  he  sought  advice 
from  Mr.  Edward  Hamilton,  who  treated  him  for  irritable  bladder, 
but  no  treatment  gave  more  than  temporary  relief.  In  September, 
1883,  he  had  an  attack  of  such  severe  abdominal  pain  that  he 
considered  himself  dying,  and  sent  for  Dr.  Shaw,  of  Talbot-street, 
to  whom  I  am  indebted  for  an  account  of  the  case  when  under  his 
observation.     He  found  him   suffering   from  diarrhcea,  vomiting, 
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severe  abdominal  pain,  and  rigors.  The  whole  abdomen  was 
swollen.  The  patient  was  cold,  with  a  collapsed  look,  and  very 
I  restless.  Upon  examining  the  abdomen  Dr.  Shaw  noticed  a  hard 
tumour,  most  distinct  in  the  left  hypogastric  or  inguinal  region, 
but  appearing  to  extend  across  to  the  right  of  the  middle  line. 
Pressure  on  the  tumour  did  not  cause  pain ;  the  swelling  had  a 
rough  nodulated  feel.  By  means  of  castor-oil  and  turpentine 
draughts,  enemata,  and  rubbing  of  the  abdomen,  free  discharges 
were  obtained  from  the  bowels,  and  with  this  great  relief  to  the 
pain.  The  swelling  of  the  abdomen  subsided,  but  Dr.  Shaw's 
hopes  that  all  would  disappear  with  the  relief  of  the  loaded  colon 
were  disappointed,  for  on  the  left  side  a  hard  and  now  very  distinct 
tumour  remained.  There  was  still  sickness  of  stomach  and  great 
irritability  of  the  bladder. 

In  November,  1883,  he  came  into  the  Adelaide  Hospital,  under 
the  care  of  my  colleague,  Dr.  Little,  who,  after  a  careful  examina- 
tion, diagnosed  a  tumour  deeply  seated  in  the  pelvis  and  attached 
to  the  bladder,  the  nature  of  which  he  considered  was  probably 
carcinomatous.  He  was  transferred  to  my  ward  by  Dr.  Little 
about  a  fortnight  after  his  admission,  and  then  for  the  first  time  1 
examined  him.  My  diagnosis  was  the  same  as  Dr.  Little's,  except 
that  I  thought  that  the  growth  was  a  sarcoma,  partly  .from  the 
absence  of  any  perceptible  enlargement  of  the  lymphatic  glands 
and  from  the  age  of  the  patient  (twenty-five).  It  was  evident 
that  the  tumour  involved,  or  at  least  was  attached  to,  the  sigmoid 
flexure  of  the  colon,  and  also  evident  from  the  irritability  of  the 
bladder,  which  continued  in  spite  of  treatment  to  be  very  dis- 
tressing, that  the  viscus  was  pressed  upon  by  the  growth,  but 
the  question  as  to  what  the  tumour  grew  from  was  open  to 
various  conjectures:  I  was  inclined  to  the  opinion  that  the  peri- 
osteum of  the  pelvis  was  the  structure  from  which  it  grew,  and 
the  part  of  the  periosteum  which  it  seemed  most  likely  that  it 
sprang  from  was  that  lining  the  back  of  the  rami  of  the  pubes 
and  ischium.  Taking  this  view  it  seemed  possible  that  I  might 
be  able,  if  I  gained  access  to  the  root  or  pedicle  of  the  growth,  to 
remove  it  without  interfering  with  the  bone.  I  decided  upon 
attempting  the  removal  of  the  tumour,  and  having  explained  the 
hazard  of  the  operation  to  the  patient  I  had  his  hearty  concurrence. 

Upon  the  15th  of  December,  1883,  I  proceeded  to  attempt  the 
removal  of  this  pelvic  tumour.  An  incision  of  four  inches  in 
length  in  the  middle  line  admitted  my  hand  to  examine  the  pubic 
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bones  and  ascertain  if  the  tumour  was  attached  there.  I  found 
the  bone  perfectly  free.  The  tumour  could  be  felt  lying  behind 
Avhere  my  hand  was,  and  free  from  any  anterior  attachment,  but 
whether  fixed  posteriorly  or  not  was  not  as  yet  evident.  I  now 
laid  open  the  peritoneum,  as  the  tumour  could  not  be  reached 
without  doing  so,  and  immediately  the  fact  that  the  tumour  was 
a  growth  of  the  intestine  itself  became  manifest.  I  found  the 
sigmoid  flexure  of  the  colon  went  right  through  the  middle  of  the 
growth,  which,  in  fact,  was  developed  in  the  walls  of  the  gut.  At 
the  same  time  that  I  ascertained  this  fact  I  also  perceived  that  the 
gut  was  torn  across  immediately  above  the  tumour,  where  probably 
the  coats  had  been  attenuated  by  ulceration.  I  now  cut  across  the 
intestine  at  this  point,  and  temporarily  drew  aside  the  upper  end 
of  the  divided  gut,  giving  it  to  an  assistant  until  the  tumour  was 
removed.  This  proved  a  difficult  matter,  for  not  only  was  it 
firmly  attached  to  the  wall  of  the  bladder,  but  it  had  other  deep 
attachments  which  rendered  my  first  effort  to  draw  it  up  out  of  the 
pelvis  unsuccessful.  I  removed  a  portion  with  the  knife,  and  then 
passed  a  strong  ligature  round  the  base  of  the  remaining  portion. 
The  next  step  was  to  stitch  the  divided  colon  to  the  lower  angle  of 
the  wound.  Then  the  ligature  was  brought  out  above  and  the 
wound  closed  with  deep  sutures.  The  patient  was  much  exhausted, 
and  it  seemed  doubtful  if  he  would  reoover  from  the  effects  of  the 
operation,  but,  strange  to  say,  no  bad  effects  followed  this  wholesale 
interference  with  the  peritoneum.  The  ligatured  mass  came  away 
in  about  a  week,  leaving  a  deep  pit  fully  the  size  of  the  closed 
fist,  but  no  protrusion  or  appearance  of  intestine  took  place — the 
bowels  being  regularly  moved  through  the  artificial  anus.  A  note 
taken  by  Mr.  Bewley  on  the  11th  of  January  last  states  that  the 
patient  declares  himself  greatly  benefited  by  the  operation,  as  it 
has  perfectly  relieved  him  of  the  irritability  of  the  bladder  which 
previously  tormented  him.  He  gained  flesh  and  strength,  was 
able  to  sit  up,  and  enjoyed  an  excellent  appetite.  The  disease, 
however,  returned,  and  on  the  1st  of  April  I  removed  a  consider- 
able mass.  He  died  before  the  end  of  April,  four  months  after  the 
operation,  which  undoubtedly  gave  him  great  relief. 

The  growth,  which  was  undoubtedly  carcinomatous,  was  care- 
fully examined  by  Professor  Purser,  who  concurred  in  this  opinion 
of  its  nature,  but  has  not  given  me  any  written  account  of  its 
histological  characters. 


(EXCISION  OF  THE  ENTIRE  TONGUE,  LEFT 
TONSIL,  AND  PART  OF  THE  VELUM  PALATI 
FOR  CANCER. 

By  KENDAL  FRANKS,  M.D.  Univ.  Dub. ;  F.R.C.S. ; 

Surgeon  to  the  Adelaide   Hospital  ; 
Surgeon  to  the  Dublin  Throat  and  Ear  Hospital. 

[Read  in  the  Surgical  Section,.  March  7,  1884.] 

I  do  not  think  it  is  necessary  at  the  present  day  to  defend  the 
practice  of  total  excision  of  the  tongue  when  it  unfortunately 
becomes  the  seat  of  cancer.  The  condition  presented  by  a  patient 
suffering  from  the  disease  is  such  that  any  operative  procedure 
which  can  hold  out  even  a  hope  of  relief  from  the  constant  and 
agonising  pain,  seems  to  be  now  generally  recognised  as  justifiable. 
The  dangerous  character  of  the  operation  itself,  the  fear  of  haemor- 
rhage, both  immediate  and  remote,  the  spectral  form  of  septic 
infection — all  of  which  threaten  to  put  a  speedy  termination  to  the 
patient's  life,  should  not  weigh  too  much  with  the  surgeon, 
and  generally  weigh  but  little  with  the  patient,  when  the  alter- 
native is  only  to  look  forward  to  that  state  in  which,  as  Mr. 
Erichsen  so  forcibly  puts  it,  "  nothing  can  exceed  the  misery  of 
the  patient's  death,  brought  about  as  it  is  by  pain,  haemorrhage, 
and  starvation."  Such  considerations,  fortified  by  the  urgent 
entreaties  of  the  sufferer  himself,  induced  me  to  operate  in  the  fol- 
lowing case.  I  do  not  intend  in  this  paper  to  enter  into  a  discussion 
of  the  various  methods  of  operating,  or  to  endeavour  to  determine 
their  relative  merits;  but  I  will  pi-emise  this  much,  that  my 
experience  of  the  use  of  the  galvano-cautery  in  this  case  is  not  of 
a  kind  to  induce  me  to  join  in  the  chorus  of  condemnation  with 
which  it  is  so  often  received.  For  the  notes  of  the  case  I  am 
indebted  to  Mr.  Bewley. 
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Case. — J.  P.,  aged  forty-five,  a  foreman  in  the  Midland  Great 
Western  Railway,  was  admitted  into  the  Adelaide  Hospital  on  Dec. 
14th  last,  under  my  care.  He  had  enjoyed  good  health  till  about 
three  years  ago,  when  he  began  to  suffer  from  neuralgia  over  the 
left  eye.  Of  this  he  was  soon  relieved  by  leeching,  and  he  remained 
in  good  health  afterwards  till  about  seven  months  ago,  when  he 
first  noticed  a  hard  gland,  just  behind  the  left  angle  of  the  jaw. 
It  gradually  increased  in  size,  but  was  then  neither  painful  nor 
tender.  Towards  the  end  of  last  October  he  noticed  that  whenever 
he  swallowed  he  felt  pain  in  the  floor  of  the  mouth  between  the 
hyoid  bone  and  the  symphysis  menti.  This  first  came  on  after  a 
wetting,  to  which  he  attributed  it.  About  six  weeks  previously  to 
admission  he  observed,  by  examining  his  mouth  in  a  mirror,  that 
there  were  two  small  raw  spots  on  the  mucous  membrane  covering 
the  ascending  ramus  of  the  jaw  on  the  left  side.  These  were 
several  times  cauterised  with  nitrate  of  silver,  which  gave  him 
temporary  relief.  Since  then  the  pain  had  been  on  the  increase, 
shooting  from  the  left  angle  of  the  jaw,  over  the  left  eye,  and  back 
to  the  ear,  and  all  over  the  side  of  the  head.  This  had  become  so 
intense  that  he  could  hardly  ever  sleep.  Swallowing  became  much 
more  painful,  and  when  admitted  to  hospital  his  food  was  confined 
altogether  to  liquids.  He  had  lost  flesh  rapidly  lately.  Within 
the  last  two  months,  prior  to  his  seeking  relief  at  the  hospital,  he 
had  lost  over  a  stone  in  weight.  There  was  no  family  history  of 
cancer,  and  he  had  never  had  syphilis.  When  I  first  sawT  him  he 
could  with  difficulty  open  his  mouth  owing  to  the  pain  at  the  angle 
of  the  jaw,  where  an  enlarged  and  hard  gland  could  be  felt,  which 
was  tender  on  pressure  ;  it  was  about  an  inch  in  length,  and  situated 
immediately  below  the  angle.  On  looking  into  the  mouth  the  left 
half  of  the  tongue  was  seen  to  be  distinctly  larger  than  the  right, 
and  was  thickened  and  indurated  to  the  touch.  Any  attempt  to 
depress  it  in  order  to  see  its  base  caused  great  pain.  This  in- 
duration occupied  the  whole  of  the  posterior  half  of  the  left  side, 
and  on  examination  with  the  laryngoscope  an  excavated  ulcer, 
with  elevated  edges,  could  be  seen  at  the  posterior  part  facing 
the  pharynx.  The  left  tonsil  was  involved,  and  there  were  patches 
of  the  disease  on  the  left  half  of  the  velum  palati.  There  was 
a  constant  and  profuse  flow  of  saliva  from  the  mouth,  which 
caused  him  much  uneasiness.  He  was  most  anxious  that  an 
operation  should  be  done,  and  when  I  suggested  to  him  that  it 
might  not  be  advisable  owing  to  the  risks  involved  in  an  operation 
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for  such  extensive  disease,  he  became  greatly  distressed,  and  said 
he  would  rather  run  any  risk  than  continue  to  suffer  as  he 
then  did.  Accordingly,  at  the  joint  request  of  himself  and  his 
wife,  and  with  the  concurrence  of  my  colleagues,  I  operated  on  the 
8th  of  January  last  in  the  following  manner  : — As  it  was  necessary 
to  keep  the  patient  in  the  upright  position,  and  at  the  same  time 
advisable  that  he  should  be  able  to  second  our  efforts  if  required,  I 
selected  bichloride  of  methylene  as  the  most  suitable  anesthetic, 
and  this  was  administered  by  means  of  Junker's  inhaler  by  our 
surgical  registrar,  Mr.  Scott.  The  face  having  been  previously 
sufficiently  shaved,  I  began  by  an  incision  at  the  left  angle  of  the 
mouth  and  extending  to  the  anterior  border  of  the  masseter  muscle. 
This  incision  was  slightly  curved,  being  convex  downwards.  All 
bleeding  points  having  beea  secured,  the  divided  cheek  was  raised 
and  held  in  this  position  by  my  colleague,  Mr.  Warren.  I  then 
passed  a  strong  curved  needle,  fixed  in  a  handle  and  armed  with 
silk,  through  the  base  of  the  tongue  from  side  to  side,  as  far  back 
as  possible.  The  loop  of  silk  having  been  seized  with  a  forceps, 
the  needle  was  withdrawn.  By  means  of  this  loop  of  silk  the 
platinum  wire  of  a  gal vano- cautery  dcraseur  was  drawn  through 
the  base  of  the  tongue,  and  made  to  encircle  completely  the  attach- 
ments of  the  tongue  to  the  floor  of  the  mouth.  The  dcraseur  was 
then  tightened  up,  and  contact  made.  In  less  than  three  seconds 
the  tissues  embraced  in  the  loop  were  completely  divided,  without 
the  loss  of  a  drop  of  blood.  I  then  seized  the  tongue  with  a  pair 
of  vulsellum  forceps,  so  as  to  draw  it  well  forwards  and  upwards. 
The  next  step  of  the  operation  consisted  in  transfixing  the  floor  of 
the  mouth  with  a  Worth ingtbn  tracheotomy  knife,  which  is  pro- 
vided with  a  movable  director  on  its  back.  This  was  inserted  in 
the  middle  line  immediately  above  the  hyoid  bone,  and  was  pushed 
steadily  upwards  and  slightly  backwards  till  it  was  seen  to  emerge 
inside  the  mouth  underneath  the  tongue.  The  director  on  its  back 
was  then  left  as  a  guide  in  the  wound,  and  the  knife  withdrawn. 
Along  the  groove  of  the  director  I  now  passed  the  platinum  wire, 
and,  drawing  it  well  upwards  into  the  mouth,  I  made  it  encircle 
the  base  of  the  tongue  before  bringing  the  end  back  along  the 
director  through  the  submental  incision.  Before  making  the  wire 
taut.  I  pushed  the  loop  well  backwards  till  I  could  feel  it  close  to 
the  epiglottis.  Contact  being  made,  the  wire  passed  as  rapidly  as 
before  through  all  the  tissues  included  in  the  loop,  and  again  there 
was  not  a  drop  of  blood  from  the  divided  stump.     I  now  found 
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that  some  of  the  disease  remained  in  the  stump  between  the  epi- 
glottis and  the  left  tonsil,  which  was  also  involved.  The  platinum 
wire  was  now  again  brought  into  requisition.  A  needle  armed 
with  silk  was  made  to  penetrate  through  the  stump  from  before 
backwards,  till  its  point  could  be  felt  close  to  the  epiglottis,  and  it 
was  brought  back  below  the  tonsil  so  as  to  encircle  as  much  of  the 
disease  as  remained  in  the  floor  of  the  mouth.  This  was  so  effected 
that,  as  the  platinum  wire  which  followed  the  course  of  the  silk 
was  made  to  burn  through  the  tissues,  its  loop  should  pass  well 
below  the  disease.  There  now  remained  in  the  mouth  the  involved 
portion  of  the  left  half  of  the  velum  palati  and  the  left  tonsil,  which 
was  cancerous,  and  to  which  was  attached  the  portion  of  the  floor 
of  the  mouth  and  stump  which  had  just  been  separated  by  means 
of  the  galvano-eautery.  I  now  had  recourse  to  a  fine  curved  blade 
of  Paquelin's  thermo-cautery.  The  diseased  tonsil  and  part  of  the 
soft  palate  were  seized  in  an  ordinary  pile  forceps,  and  by  means 
of  the  thermo-cautery  they  were  slowly  excised.  This  necessitated 
the  removal  of  more  than  half  of  the  left  side  of  the  velum,  the 
whole  of  the  anterior  pillar  of  the  fauces,  and  the  entire  tonsil.  I 
now  had  to  deal  with  the  only  haemorrhage  which  occurred  during 
the  operation,  subsequent  to  the  division  of  the  cheek.  It  was  only 
trifling  in  quantity,  and  came  from  a  small  vessel  in  the  palate 
close  to  the  uvula.  It  was  arrested  by  a  small  pledget  of  lint 
soaked  in  perchloride  of  iron.  It  is  worthy  of  remark  that  the 
sections  made  by  the  galvauo-cautery  were  from  beginning  to  end 
entirely  bloodless,  while  none  of  them  occupied  more  than  about 
three  seconds.  The  edges  of  the  incision  through  the  cheek  were 
then  brought  together  by  means  of  three  hare-lip  pins.  The  patient, 
as  soon  as  the  operation  was  completed,  got  up  off  the  chair,  of  his 
own  accord,  and  almost  without  assistance  walked  across  the  theatre 
to  the  couch  which  was  to  convey  him  back  to  bed.  The  enlarged 
gland  under  the  jaw  was  not  removed  at  the  time  of  operation,  as 
it  was  considered  that  the  patient  had  undergone  enough  for  one 
day,  but  its  extirpation  was  postponed  till  he  had  sufficiently  re- 
covered from  the  ordeal  he  had  just  undergone.  As  soon  as  he 
had  returned  to  the  ward,  a  hypodermic  injection  of  one-sixth  of  a 
grain  of  morphia  was  administered. 

The  subsequent  progress  of  the  case  can  be  shortly  described. 
The  temperature  never  rose  above  99-6°,  and  was  normal  on  the 
third  day.  On  the  eighth  day  there  was  a  little  bleeding,  which 
came  guttaiim  from  the  mouth.     This  was  found  to  come  from  the 
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same  point  in  the  palate  which  had  bled  at  the  time  of  the  opera- 
tion, and  was  easily  arrested  by  the  house-surgeon  with  a  small 
pledget  of  lint  soaked  in  perchloride  of  iron.  It  recurred,  however, 
again  on  the  fifteenth  day,  and  I  then  seized  the  bleeding  point 
with  a  pair  of  Spencer  Wells's  forceps,  and  left  it  in  position  for  a 
couple  of  hours,  when  the  haemorrhage  was  found  to  be  completely 
arrested,  and  it  never  recurred  again.  It  is  worthy  of  note  that 
there  never  was  any  haemorrhage  from  any  of  the  parts  divided 
with  the  galvano-cautery,  either  at  the  time  of  operation  or  after- 
wards, and  now,  two  months  after  operation,  the  greater  portion  of 
the  raw  surfaces  is  cicatrised  except  the  posterior  part,  which  has 
a  granulating  elevated  appearance.  Of  a  recurrence  of  the  disease 
in  this  situation  it  is  impossible  at  present  to  speak.  The  cheek 
wound  healed  by  first  intention,  the  pins  heing  taken  out  on  the 
fifth  day.  The  patient's  strength  was  supported  during  con- 
valescence by  nutrient  enemata,  chiefly  composed  of  beef-tea,  milk, 
and  eggs,  to  each  of  which  a  teaspoonful  of  Benger's  liquor  pan- 
creaticus  was  added.  On  the  fourth  day  an  attempt  at  swallowing 
beef-tea  was  accompanied  by  so  much  pain  that  the  attempt  was 
not  repeated  for  nearly  a  fortnight,  though  on  two  or  three  occasions 
I  administered  about  a  pint  of  strong  beef-tea  through  a  large- 
sized  catheter  passed  down  into  the  oesophagus.  He  can  'now  take 
soft  and  liquid  food  with  comparative  ease  by  the  mouth,  and  this 
diet  is  supplemented  still  by  enemata.  The  relief  from  pain  which 
the  patient  has  experienced  is  most  marked  and  very  encouraging. 
Except  for  the  pain  brought  on  by  trying  to  swallow  too  soon,  and 
headache,  from  which  he  suffered  much  for  a  few  days  after  the 
operation,  he  has  been  quite  free  from  it.  The  neuralgia  over  the 
side  of  the  face  and  head  has  never  returned,  and  he  has  expressed 
himself  repeatedly  as  being  very  well,  but  very  weak. 

The  local  treatment  consisted  mainly  in  irrigating  the  mouth 
constantly,  by  means  of  Thudichum's  nasal  douche,  with  a  solution 
of  sanitas  and  water.  The  raw  surfaces  were  mopped  several  times 
a  day  with  equal  parts  of  hazeline  and  water,  and  for  the  first 
week  a  steam-spray  of  sanitas  was  frequently  allowed  to  play 
opposite  the  mouth.  Since  the  operation  there  has  scarcely  been 
any  foetor  observable,  and  nothing  like  a  regular  slough  ever  came 
away.  The  increased  flow  of  saliva  from  the  mouth  has  almost 
completely  ceased.  The  gland  at  the  angle  of  the  jaw  was  removed 
on  Feb.  19th.  Previously  to  operation  it  had  felt  like  two  glands, 
but  when  exposed  it  was  found  to  be  single,  and  slightly  constricted 
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near  its  centre,  which  gave  the  sensation  of  its  being  double.  An 
incision  was  made  about  three  and  a  half  inches  long,  extending 
downwards  and  forwards  from  the  lobule  of  the  ear.  It  was 
curved  slightly,  being  convex  downwards.  When  the  anterior 
border  of  the  sterno-mastoid  was  reached,  it  was  retracted  back- 
wards, and  a  little  dissection  brought  the  gland  into  view.  It  was 
attached  posteriorly  to  the  internal  jugular  vein  in  its  whole  length, 
and  was  carefully  dissected  from  this  witli  the  finger  nail.  A 
small  venous  trunk  was  injured  close  to  its  entrance  into  this  vein, 
from  which  there  was  some  slight  bleeding.  It  was  ligatured 
above  and  below  the  injured  spot  with  catgut,  the  distal  ligature 
being  applied  at  its  junction  with  the  internal  jugular  vein.  The 
tissues  were  then  brought  together  with  catgut,  and  a  small 
drainage-tube  inserted.  The  wound  healed  by  first  intention, 
without  suppuration  or  fever,  the  highest  recorded  temperature 
being  99*2°.  Antiseptic  precautions,  according  to  Lister's  method, 
were  of  course  employed. 

The  patient  has  not  lately  progressed  as  well  as  I  could  wish. 
He  complains  much  of  weakness,  and  is  disinclined  to  get  up,  or  to 
join  in  the  recreations  of  the  ward.  He  has  also  become  silent, 
and  is  inclined  to  be  irritable.  He  is,  however,  quite  free  from 
pain,  and  has  often  told  me  he  would  gladly  undergo  the  operation 
again  to  be  relieved  of  the  agony  which  he  endured  before  the 
operation  was  performed. 

Before  bringing  this  paper  to  a  close — a  paper  necessarily  in- 
complete as  far  as  the  ultimate  result  of  the  operation  is  concerned — 
I  should  like  to  say  a  few  words  as  to  the  form  of  battery  employed 
in  this  case.  One  of  the  great  objections  to  the  use  of  the  galvano- 
cautery  in  all  cases  is  the  difficulty  of  obtaining  an  electrical 
apparatus  on  which  one  can  depend.  For  some  years  I  have  been 
frequently  in  the  habit  of  using  the  galvano-cautery  in  small  opera- 
tions about  the  mouth,  nose,  and  throat,  and  in  cases  where  some 
such  powerful  agent  is  required  nothing  can  equal  for  efficiency 
and  painlessness  the  use  of  the  white  hot  wire.  But  this  instrument 
can  never  come  into  general  use  as  long  as  we  are  dependent  in  some 
form  or  other  on  the  bichromate  cells.  Powerful  as  the  bichro- 
mate battery  undoubtedly  is,  the  rapidity  with  which  it  becomes 
polarised,  the  difficulty  and  expense  of  always  keeping  it  properly 
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charged,  and  its  liabiiity  to  fail  at  the  moment  when  it  is  most 
wanted,  are  drawbacks  which,  to  the  minds  of  most  men,  more  than 
compensate  for  its  advantages.  In  my  own  practice  I  had  almost 
completely  abandoned  the  use  of  the  galvano-cautery,  and  I  was 
hoping  that  some  other  form  of  cell  would  be  devised  which  would 
be  more  convenient  for  general  and  frequent  use.  Such,  I  believe, 
will  prove  to  be  the  case  with  secondary  batteries  or  storage  cells. 
The  special  form  employed  in  the  case  I  have  related  was  that 
devised  by  Mr.  Prescott  of  this  city,  who  kindly  lent  me  three  cells 
for  the  occasion.  These  were  charged  by  being  placed  in  the  circuit 
of  a  dynamo-machine  for  about  half  an  hour.  The  manner  in 
which  they  worked  during  the  operation  left  nothing  to  be  desired, 
and  at  its  termination  the  intensity  of  the  current  was  not  appre- 
ciably diminished.  As  I  have  had  several  opportunities  of  usin" 
them  lately  in  smaller  operations  about  the  throat,  owing  to  the 
kindness  of  Mr.  Prescott,  I  can  speak  confidently  of  their  efficiency. 
The  one  drawback  to  them  at  present  is  that  they  do  not  hold  the 
charge  they  have  received  longer  than  two  or  three  days,  at  least 
not  in  a  sufficient  degree  to  employ  it  for  surgical  purposes,  but  I 
have  no  doubt  that  before  long  they  will  be  improved  in  this  direction. 
The  galvano-cautery  will  then  become  more  popular,  and  we  shall 
then  hear  less  of  those  evil  consequences  which  are  generally  due 
to  the  inconveniences  and  uncertainties  which  have  hitherto  attended 
its  use. 

Mr.  Prescott  informs  me  that  from  several  experiments  made 
with  these  cells  it  has  been  ascertained  that  each  cell  when  fully 
charged  yields  4,000  ampere  minutes,  equal  to  66"6  ampere  hours — 
that  is,  it  would  yield  a  current  at  the  rate  of  66  amperes  for  one 
hour.  The  electro-motive  force  of  each  cell  is  2-l  volts,  the  internal 
resistance  being  -10  ohm.  Three  cells,  as  employed  in  the  above 
case,  yield,  when  joined  together  in  a  series,  a  current  at  the  rate 
of  66  amperes,  with  an  electric-motive  force  of  6  volts  for  one  hour. 

Note. — Since  reading  the  above  paper,  I  have  to  record  the  death 
of  the  patient,  which  occurred  quietly  on  March  16th.  He  gradually 
sank  from  exhaustion,  with  evidences  in  the  floor  of  the  mouth  of 
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a  return  of  the  disease.  Up  to  the  last  moment  of  his  life  he  was 
quite  free  from  pain,  and  complained  of  nothing  but  increasing 
weakness.  His  condition  precluded  any  hope  of  his  being  benefited 
by  a  second  operation ;  but  his  peaceful  and  painless  death,  when 
contrasted  with  the  usual  terminations  of  cases  of  cancer  of  the 
tongue,  shows  that  even  when  the  disease  cannot  be  totally  eradi- 
cated, much  can  be  gained  in  the  way  of  comfort  for  the  sufferer 
by  operative  measures. 


ON    THE    CARBOLIC    TREATMENT. 

By  T.  ESMONDE  CAHILL,  L.R.C.S.; 

Medical  Officer,  Ballingarry  Dispensary. 

[Read  in  the  Surgical  Section,  March  7,  1884.] 

Listerism  has  claimed  the  whole  field  of  science,  and  it  has 
attempted  to  draw  into  its  ranks  the  whole  army  of  practitioners. 
It  has  asserted  that  all  kindred  treatments  are  valuable  only  in  so 
far  as  they  contain  an  imperfect  Listerism.  With  a  glaring 
inconsistency  it  asserts  on  the  other  hand  that  an  imperfect 
Listerism  is  the  most  dangerous  of  all  treatments.  Fermentation, 
we  are  told,  in  rather  vague  language,  is  the  great  danger.  The 
effect  of  carbolic  acid,  they  say,  is  to  prevent  fermentation,  and  in 
their  vain  chase  after  a  shadow,  Listerists  overlook  the  patent 
fact  that  carbolic  acid  produces  much  more  important  effects  than 
mere  asepsis. 

With  great  diffidence  I  venture  to  take  issue  with  this  theory. 
I  claim  that  antisepticism,  or  prevention  of  fermentation,  is  quite 
unnecessary,  because — 

1.  Fermentation  never  takes  place  in  the  vitalised  fluids — 
blood,  serum,  lymph,  pus — until  they  die,  and — 

2.  When  they  die  the  proper  course  is  to  remove  them,  leaving 
of  course  either  a  thin  layer  of  organisable  lymph  or  a  scab. 

3.  Exposure  to  dead  contact,  otherwise  called  foreign  body, 
kills  the  vitalised  fluids. 

4.  Air  in  its  ordinary  condition  is  a  foreign  body. 

5.  Carbolised  foreign  body  kills  as  well  as  uncarbolised,  but — 

6.  It  promotes  their  quicker  absorption. 

7.  Carbolic  acid  devitalises  or  lowers  the  vitality  of  the  fluids 
and  tissue-elements  in  its  neighbourhood. 
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8.  Even  in  the  most  favourable  conditions  carbolic  acid,  by  its 
devitalising  and  absorption-promoting  action,  is  liable  to  prevent 
the  formation  of  the  aforesaid  thin  layer  of  organisable  lymph, 
the  existence  of  which  is  necessary  to  healing  action. 

9.  That  this  thin  layer  is  safe  from  putrefaction  even  on 
Listerian  principles. 

If  I  might  be  allowed  to  use  against  Listerism  its  own  weapons, 
I  would  contend  that  it  has  been  useful  only  in  so  far  as  it  has 
carried  out  the  devitalising  principle,  and  that  in  cases  where  the 
principle  was  not  applicable — namely,  in  sores  of  a  low  vitality, 
Listerism  has  been  worse  than  useless.  I  contend  further  that  in 
every  case  whatsoever  the  spray  and  the  instrument  bath  might 
have  been  dispensed  with. 

We  may  perhaps  trace  a  further  analogy  between  blood  and 
pus  as  vitalised  fluids  in  that  they  both  die  in  the  largest  con- 
taining vessels  first,  and  that  a  dead  substance  introduced  into 
either  surrounds  itself  with  a  zone  of  dead  material — as,  for 
instance,  dead  bone  in  pus  and  a  string  suspended  in  an  artery. 
It  would  seem  that  the  death  tendency  in  both  varies  inversely 
with  the  intensity  of  living  contact.  This  doctrine,  of  course,  is 
nothing  new  as  applied  to  blood. 

Some  of  the  most  skilful  transfusers  have  given  up  the  attempt 
to  transfuse  fibrinous  blood  on  account  of  the  tendency  to  coagu- 
lation from  dead  contact.  It  is  among  the  possibilities  of  the 
future  that  a  vessel  partially  dissected  out  from  one  living  body 
may  be  used  as  the  medium  of  transfusion  to  another ;  but  even 
in  this  event  it  may  be  found  that  the  injury  to  the  vessels  of  the 
recipient  may  more  than  outweigh  the  advantage  gained. 

The  extension  of  the  principle  of  foreign  body  will,  I  contend, 
explain  several  phenomena  hitherto  imperfectly  understood.  The 
phenomena  of  canalisation  may  be  found  to  be  due  to  the  coagu- 
lation of  the  blood  induced  by  the  foreign  body — air.  Death 
from  uterine  injection  is  explainable  in  a  similar  way.  Even 
pyaemia  and  septicaemia  may  be  due  to  some  state  of  the  system  in 
which  very  minute  but  unabsorbable  foreign  bodies  are  somewhere 
caught   up   in   the   circulation.     I  think    that   a  number   of  post- 
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partum  disorders  may  be  accounted  for  on  the  supposition  that  the 
presence  of  placenta  or  clots  maintains  a  canalised  condition  of 
the  uterine  veins,  and  also  furnishes  particles  of  decomposing 
material  to  their  current. 

It  is  quite  plain  that  certain  unabsorbable  bodies  of  a  high 
polish  exercise  less  lethal  influence  than  others — for  instance,  a 
silver  wire  introduced  into  a  vein  causes  less  coagulation  than  a 
silken  thread,  and  a  silken  less  than  a  woollen.  The  same  thing 
applies  in  the  general  tissues. 

Again,  some  tissues,  notably  the  nervous,  the  osseous,  and  the 
dental,  seem  to  be  less  obnoxious  to  this  lethal  influence  of  foreign 
body  than  others. 

Finally,  there  is  a  counteracting  principle — the  principle  of 
encystation.  What  are  the  special  conditions  which  favour  the 
working  of  this  principle,  which  tends  to  surround  unabsorbable 
foreign  bodies  with  a  kind  of  synovial  membrane  ?  I  have  not 
had  time  to  inquire,  although  I  am  sure  the  study  would  be  an 
interesting  one. 

Although  pus  is  a  vital  fluid,  and  suppuration  a  vital  process,  it 
must  be  admitted  to  be  a  process  of  injured  vitality — in  fact,  to  be 
the  degenerated  or  moribund  stage  of  blood,  serum,  and  lymph. 
When  once  it  dies  it  becomes  a  foreign  body,  just  as  blood-clot, 
saline  solution,  and  even  water  are  foreign  bodies,  but  it  contrasts 
strongly  with  these  substances  in  that  when  once  dead  it  is  much 
more  difficult  of  absorption  either  by  the  circulating  fluids  or  by 
the  tissues.  When  a  substance  becomes  quickly  absorbed,  of 
course  it  fails  to  act  as  a  foreign  body.  Air  itself,  when  taken  up 
by  the  veins  in  quantities  small  enough  to  be  absorbed,  fails  to 
produce  canalisation.  A  remarkable  confirmation  of  some  of  the 
foregoing  views  is  afforded  by  Mr.  Savory,  as  quoted  by  Cheyne, 
p.  550  :— 

"  We  may  take  a  decomposing  fluid,  inject  it  into  the  blood,  and 
produce  all  those  effects  which  are  generally  recognised  as  the 
effects  of  pyaemia.  The  poison  is  formed  during  the  decomposition 
of  animal  fluids — animal  fluids  in  connexion  with  the  human  body. 
Decomposition    is    unquestionably    hastened    by  exposure   to  air. 

O 
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Most  of  all,  the  introduction  of  other  matter  in  a  state  of  active 
decomposition  increases  vastly  the  rate  of  decomposition  of  the 
original  fluid.  This  decomposing  fluid  can  by  a  syringe  be  intro- 
duced at  once  into  the  blood  of  an  animal,  and  produce  the  most 
terrible  forms  of  blood-poisoning.  As  we  have  been  already  told, 
the  not  unhealthy  pus,  normal  pus  (why  not  call  it  live  pus  ?),a 
can  be  injected  into  the  circulation,  and  you  do  not  get  as  a 
necessary  result  by  any  means  pyaemia.  But  pus  is  an  animal 
fluid,  which  of  all  fluids  is  most  likely  to  be  found  in  contact  with 
wounds,  and,  obeying  the  law  of  exposed  animal  fluids,  is  exceed- 
ingly likely  to  undergo  decomposition  (death  must  come  before 
decomposition)  ;a  and  then  pus  undergoing  decomposition  will 
produce  pyaemia,  as  any  other  fluid  will  produce  pyaemia  which  is 
in  a  state  of  decomposition.  Take  pus  ;  you  do  not  want  to  go  to 
decomposing  vegetable  and  other  animal  fluids ;  you  may  do  it 
with  them,  but  take  pus  and  with  it  I  could  make  a  case  of 
pyaemia  or  septicaemia,  according  to  order,  by  the  length  of  time 
which  I  kept  the  pus  before  I  injected  it"  (is  not  this  an  argument  for 
drainage  rather  than  for  asepticism?).a  ....  "  The  best 
work  done  in  late  years  in  this  direction  are  those  experiments 
which  Billroth  and  other  persons  have  performed,  showing  that 
where  granulations  are  healthy,  when  they  exist  in  their  integrity, 
they  offer  a  decided  obstacle  to  the  passage  of  the  material  from 
without  to  within  ;  but  when  these  granulations  become  destroyed, 
either  mechanically  or  by  other  means  {scilicet,  either  the  presence 
of  dead  pus,  a  foreign  body,  or  carbolic  acid,  a  promoter  of 
absorption),*  whereby  they  are  brought  into  an  unhealthy  state, 
these  fluids  pass  with  fatal  facility  through  them,  and  so  gain 
entrance  into  the  blood." 

Is  not  this  last  quotation,  occurring  in  a  book  on  antiseptic  sur- 
gery, almost  ,cheek-by-jowl  with  the  researches  of  Dr.  Hack  on  the 
absorption-promoting  qualities  of  carbolic  acid — is  it  not,  I  say,  a 
3we<  ping  condemnation  of  the  whole  system? 

While  upon  this  subject  I  may  be  allowed  a  few  more  quotations. 
Mr.  Lawson  Tait,  in  a  very  interesting  paper  read  before  the  Surgical 
*  The  parentheses  are  mine. 
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Society,  says : — "  Let  me  first  of  all  say  that  the  theory  of  putre- 
faction upon  which  Mr.  Lister  bases  his  practice  I  regard  as  having 
i been  long  ago  proved.  No  known  putrefaction  can  occur  save  in 
j  matter  which  is  dead.  .  .  .  The  only  point  between  Mr. 
Lister  and  myself  is  that  Mr.  Lister  assumes  for  living  tissue  the 
same  series  of  phenomena  as  he  finds  in  dead  infusions,  and  this  I  deny 
altogether. 

"  I  have  often  confessed  that  the  story  of  the  antiseptic  blood- 
clot  was  a  great  crux.  But  the  mystery  has  been  fully  solved  in 
a  most  unexpected  direction  by  Dr.  D.  J.  Hamilton,  of  Edinburgh, 
in  his  remarkable  papers  on  sponge-grafting.  There  we  find  this 
most  unexpected  display,  that  a  piece  of  sponge  will  do  quite  as 
well  as  blood-clot,  and  that  the  antiseptic  details  are  altogether 
needless." 

I  must  myself  admit  that  these  latter  discoveries  are  a  crux  to 
my  theory  of  foreign  body.  I  can  only  explain  it  by  admitting 
that  when  the  foreign  body  is  porous  (and  keeps  this  porosity)  the 
forces  of  life  and  vascularisation  overcome  the  forces  of  death,  and 
organisation  is  the  result. 

We  are  informed  by  Billroth  that  chronic  abscess  is  due  to  a 
disturbance  of  equilibrium  between  suppuration  and  absorption. 
May  we  not  go  a  step  further  and  lay  it  down  that  putrefaction  of 
pus  is  due  to  a  disturbance  of  equilibrium  between  the  forces  of 
absorption  and  death — death  being  the  natural  bourne  of  pus  unless 
it  be  absorbed.  If  the  forces  of  absorption  be  sufficient  to  carry 
away  the  effete  matter,  chronic  abscess  or  ulcer  goes  on  in  the 
usual  condition ;  but  if  the  forces  of  death  preponderate,  putre- 
faction and  foetor  are  the  consequences. 

The  forces  of  life  and  of  death  seem  to  maintain  a  constant 
struggle,  each  alternately  prevailing,  and  each  invading  the  terri- 
tory of  the  other. 

"We  may  in  this  way  account  for  the  effects  of  carbolic  acid  on 
lew  sores.  The  Listcrian  school  claim  that  the  purifying  effect  of 
carbolic  acid  in  these  cases  is  due  to  its  antiseptic  property.  I  do 
not  quarrel  with  this  claim.  Antisepticism  has,  no  doubt,  some- 
thing to  do  with  it ;  but  that  property  of  carbolic  acid  by  which  it 
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promotes  absorption  in  granulating  tissue  has  also  a  great  deal  to 
do  with  it.  But,  as  I  remarked  before,  something  more  is  required 
besides  purification — namely,  plastic  effusion,  and  it  is  just  that 
which  carbolism  tends  to  prevent. 

At  this  point  we  are  enabled  to  utilise  the  remarkable  researches 
of  Dr.  "Wilhelm  Hack  into  the  absorbing  power  of  granulation 
tissue.     I  quote  again  from  Cheyne,  page  2G8: — 

"  Further,  Dr.  Wilhelm  Hack,  in  a  paper  on  the  power  of  absorp- 
tion by  granulations,  has  demonstrated  that  granulations  treated 
with  carbolic  acid  possess  many  of  the  qualities  of  a  recent  wound 
as  regards  absorption.  For  instance,  apomorphia,  which  was  only 
absorbed  by  wounds  treated  with  water  dressing  during  the  first 
twelve  hours,  was  readily  absorbed  at  any  time  by  granulating 
wounds  treated  with  carbolic  acid;  and  therefore,  in  the  absence 
of  information  to  the  contrary,  I  should  fear  that  some  of  the 
poisonous  products  of  putrefaction  might  be  absorbed  with  like 
avidity.  Hence  I  do  not  like  carbolic  acid,  unless  it  is  used  asep- 
tically.  .  .  .  Alcohol  is  not  a  bad  antiseptic,  but  in  order  to 
be  effectual  it  must  be  used  strong.  It  has  a  further  advantage, 
for  Dr.  Hack  has  shown  that  granulations  treated  with  alcohol  do 
not  absorb  at  all,  or  only  very  slightly." 

Now,  alcohol  and  carbolic  acid  are  both  antiseptics.  They  act 
very  similarly  on  the  lower  unnerved  forms  of  animal  life.  Why 
this  antagonism  in  absorption  ?  The  following  explanation  has 
occurred  to  me : — Absorption  is  perhaps  inhibited  by  a  definite 
reflex  nervous  influence.  Alcohol  as  a  nervous  stimulant  promotes 
this  inhibition  ;  carbolic  acid,  by  paralysing  the  nerve  endings, 
prevents  it  working.  An  additional  fact  in  favour  of  this  theory 
is  that  in  the  lower  animal  types,  where  no  nervous  system  exists, 
al (sorption  goes  on  freely  at  all  surfaces. 

These  facts  throw  a  bright  light  on  the  utility  of  carbolised 
catgut  sutures.  The  presence  of  the  acid  promotes  the  absorptive 
powers  of  the  neighbouring  tissues  and  prevents  the  accumulation 
of  moribund  matter,  which  would  otherwise  be  caused  by  an  aporous 
foreign  body  like  catgut.  The  same  train  of  reasoning  will  apply 
to  drainage  tubes — in  fact,  it   may  be  found  that  this  quality  of 
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promoting  absorption,  which  Lister  so  dreads,  is  really  the  main- 
stay of  his  treatment. 

A  new  light  is  likewise  thrown  on  the  antiseptic  treatment  of 
gangrene.  Mr.  Cheyne  (p.  118)  claims  that  the  parts  around  a 
carbolised  slough  do  not  suppurate.  Quite  so.  A  slough  acting  as 
a  foreign  body  tends  to  produce  a  zone  of  moribund  material 
around  it ;  but  carbolism  promotes  the  absorption  of  this  moribund 
material.  It  is  a  question,  indeed,  whether  this  is  a  good  way  of 
disposing  of  it.  This  hyper-stimulation  of  the  absorbents  must,  I 
think,  tend  to  clog  the  circulation  in  the  neighbourhood ;  besides, 
the  devitalising  influence  of  carbolism  must  tend  to  the  extension 
of  the  gangrene.  It  is  quite  plain  that  the  twin  influences,  absor- 
bent stimulation  and  devitalism,  cannot  proceed  pari  passu.  There 
must  be,  as  it  were,  a  point  of  saturation  at  which  absorbent  stimu- 
lation stops  and  devitalism  goes  on  unchecked.  But  Mr.  Cheyne 
admits  (although  he  gives  no  logical  reason  for  the  admission)  that 
Listerism  requires  to  be  both  modified  and  guarded  in  these  cases. 
He  goes  on  to  say  that  in  Listerian  practice  it  is  not  found  neces- 
sary to  wait  for  a  line  of  demarcation.  But  really  I  fancy  we  are 
likely  to  go  back  to  the  practice  of  our  ancestors,  and  look  to  a  line 
of  demarcation  as  a  very  valuable  indication  of  treatment.  My 
personal  experience  (if  it  counts  for  aught)  of  the  carbolic  treat- 
ment of  gangrene  is  that  it  is  the  worst  possible  course  to  pursue. 

Inasmuch  as  Listerism  embraces  the  carbolic  treatment  (but  goes 
beyond  it  so  as  to  include  carbolisation  of  the  air  and  the  instru- 
ments), it  is  quite  probable  that  it  will  be  efficacious  in  the  same 
cases  as  the  carbolic  treatment.  But  it  will  not  be  equally  efficacious. 
And  why  ?  Because  Listerism  excludes  combinations.  It  excludes, 
for  instance,  a  combination  of  the  carbolic  with  the  dry  absorbent 
which  may  possibly  be  the  best  cure  for  compound  fracture  ;  and, 
furthermore,  Listerism  is  misleading.  It  leads  us  to  think  that 
asepticism  or  germ-killing  is  necessary  in  all  cases,  whereas  the  dry, 
or  the  poulticing,  or  the  unguental  may  be  far  better  in  a  particular 
case. 

I  now  come  to  the  important  question — What  are  the  properties 
of  carbolic  acid  ?     We  already  know  that  it  is  antiseptic  and  para- 
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siticide,  and  that  it  promotes  absorption  in  granulating  tissue.  Well, 
I  think  it  owes  its  greatest  efficacy  to  the  fact  of  its  being  a  local 
devitaliser  and  antiphlogistic.  It  suspends  all  inflammatory  action 
within  the  sphere  of  its  influence — nay,  it  suspends  or  even,  if  carried 
too  far,  destroys  vital  action ;  it  is  a  topical  anaesthetic  somewhat 
similar  to  cold ;  it  acts  perhaps  upon  the  cell-elements  of  all  the 
tissues — fibrous,  muscular,  adipose,  nervous ;  it  is  when  pure  a 
chemico-physiological  caustic,  destroying  tissue  partly  by  its 
chemical  activity,  partly  by  acting  on  the  life-centre,  the  cell  itself. 

A  few  reflections  will  convince  us  of  the  truth  of  this.  It 
destroys  cell  life.  An  amoeba  or  a  white  corpuscle  touched  with  a 
dilute  solution  is  immediately  killed.  Carbolic  acid  is  likewise  used 
as  a  local  anaesthetic  in  certain  operations.  Surgeons  have  even 
been  heard  to  complain  that  after  a  spray-operation  their  own  hands 
have  been  in  a  state  of  numbness  and  semi-paralysis  for  twenty-four 
hours  or  more.  It  is  a  very  useful  caustic  for  removing  painful 
warts  and  papillae.  With  it  you  can  suspend  the  sensitiveness  of 
the  papilla,  and  then  apply  nitric  acid  or  any  other  painful  escharotic. 

Its  usefulness  in  skin  diseases  is,  I  think,  in  a  great  measure  due 
to  this  property.  The  cutaneous  effects  of  the  drug  may  be  arranged 
under  four  heads  : — 

1.  The  anti-parasitic,  not  very  valuable. 

2.  The  specific,  as  a  member  of  the  tar  family. 

3.  The  anti-pruritic. 

4.  The  astringent. 

Now,  1  am  aware  that  some  writers  are  inclined  to  attribute  the 
anti-pruritic  effect  either  to  the  specific  action  or  to  the  anti- 
parasitic.    I  dissent  from  this  view  for  these  reasons : — 

1.  The  pruritus  is  checked  in  many  diseases  where  there  is  no 
parasite. 

2.  Stronger  parasiticides,  such  as  sulphurous  acid,  produce  no 
corresponding  effect. 

3.  The  pruritus  is  checked  in  cases  where  tar  itself  fails. 

4.  Weak  solutions  fail  to  check  pruritus  effectually  ;  you  require 
a  solution  so  strong  as  to  partially  anaesthetise  the  skin. 

The  astringent  effects  of  carbolic  acid,  both  on  the  skin  in  eczema 
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and  on  the  mucous  membrane  of  the  throat  in  catarrh,  are,  no  doubt, 
due  partly  to  the  absorption  promoting  principle,  partly  to  the 
devitalism  which,  would  tend  to  suspend  all  vital  secretions  whether 
they  be  healthy,  catarrhal,  or  suppurative. 

Carbolic  acid  checks  inflammatory  processes.  According  to  this 
view  we  might  expect  it  to  be  valuable  in  diphtheritic  states,  as  it  is. 
It  is  this  property,  I  think,  combined  with  absorbent-stimulation, 
which  renders  it  so  useful  in  operations  on  the  bones,  the  joints, 
and  the  serous  membranes.  In  these  classes  the  success  of 
Listerism  is,  I  think,  incontrovertible,  although  in  the  case  of  the 
serous  membranes  I  should  imagine  that  carbolism  might  easily  be 
carried  too  far. 

By  this  theory  we  may  account  for  many  of  the  failures  of 
asepticism.  Lister  says  that  "  experience  leads  him  to  believe  that 
if,  when  the  dressings  are  removed,  a  single  drop  of  serum  were  to 
be  pressed  out  by  the  movement  of  the  limb,  and  then  regurgitate 
into  the  interior  after  being  exposed  even  for  a  second  to  the  in- 
fluence of  septic  air,  putrefaction  would  be  pretty  certain  to  occur." 
And  surgeons  are  ready  to  attribute  the  failure  in  particular  cases 
to  any  one  of  forty  trivial  causes — a  septic  sponge,  an  unwashed 
instrument,  an  uncarbolised  finger,  forgetting  that  as  Listerism  is 
usually  practised  (although  not  indeed  by  its  author)  such  causes  as 
these  can  have  no  effect  whatsoever.  I  mean  that  in  ordinary  prac- 
tice the  spray  carbolises  the  wound  so  completely  that  germs,  even 
if  introduced  in  these  ways,  cannot  fail  to  be  killed.  Is  it  not  a 
much  more  reasonable  explanation  that  it  is  next  thing  to  impossible 
to  keep  the  surfaces  of  a  deep  wound  constantly  carbolised,  and 
that  when  the  antiphlogistic  influence  is  removed  inflammation 
proceeds  without  hindrance  ? 

But  even  Lister's  explanation  is  false.  We  are  all  familiar  with 
wounds  which  go  on  secreting  nothing  but  serum  long  after  the 
antiseptic  treatment  has  been  discontinued.  And  why  ?  Simply 
because  they  have  reached  such  a  low  stage  of  vitality  that  active 
inflammation  has  become  impossible.  They  ai'e  then  in  the  condi- 
tion of  lowly  vitalised  lesions  which  have  been  stated  to  be  unsuited 
to  the  carbolic  treatment. 
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From  these  principles  it  might  be  inferred  that  the  antiseptic,  or 
rather  carbolic,  treatment,  would  still  be  valuable  in  a  large  class  of 
cases,  but  that  some  of  its  features  might  be  dispensed  with.  And, 
in  effect,  we  find  a  number  of  surgeons  of  eminence  whose  instinct 
has  guided  them  to  adopt  what  they  call  a  modified  antisepticism. 
They  do  not  seem  to  be  anxious  about  exclusion  of  germs,  but  they 
are  careful  to  carbolise.  They  dispense  with  the  spray,  but  they 
are  found  occasionally  washing  out  the  cavity  with  a  strong  solution. 
They  neglect  the  instrument-bath,  but  they  are  fond  of  the  syringe. 

I  shall  be  asked — If  carbolic  acid  suspends  inflammatory  action, 
how  do  carbolised  wounds  heal  ?  I  venture  to  think  that  in  most 
wounds  there  is  an  initial  period  of  inflammatory  effusion  before  the 
wound  is  carbolised,  and  it  is  by  means  of  the  lymph  poured  out  in 
this  interval  that  union  takes  place.  There  are  some,  I  admit,  in 
which  the  wound  is  brought  under  the  influence  from  the  first,  and, 
candidly,  I  cannot  understand  how  healing  occurs  in  them  unless  it 
be  by  immediate  union,  and,  in  fact,  I  have  seen  a  certain  number  of 
wounds  treated  aseptically  in  which  there  was  no  inflammation,  no 
suppuration,  but  also  no  union.  I  would  infer  that  the  office  of 
the  carbolic  treatment  is  not  so  much  to  prevent  all  inflammatory 
action  as  to  stop  it  at  a  certain  stage. 

I  now  approach  a  position  in  which  Listerists  consider  themselves 
pretty  strongly  entrenched.  They  attribute  the  great  difference 
which  exists  between  simple  and  compound  fracture  to  the  presence 
of  a  germ  carrier  in  the  latter.  Now,  I  think  there  are  real  points 
of  dissimilarity  enough  to  account  for  all  the  phenomena  without 
looking  for  fanciful  ones.  There  are,  it  seems  to  me,  five  or  six 
very  important  points  of  difference. 

In  compound  fracture  there  must  be  complete  laceration  and 
severance  of  the  periosteum. 

There  must  be  a  certain  amount  of  irritation  from  uncontrolled 
movements. 

There  must  be  more  or  less  lowering  of  temperature  (or  tendency 
thereto)  from  contact  with  the  air. 

Finally,  there  is  the  presence  of  lethal  foreign  body  in  the  shape 
of  dead  bone,  blood  clots,  and,  above  all,  air. 
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We  are  assured  by  Professor  Billroth  in  a  late  paper  that  it  is 
the  natural  tendency  of  inflammatory  products  to  become  absorbed. 
He  accounts  for  the  existence  of  chronic  abscess  [nt  supra)  by 
supposing  that  the  absorbents  have  become  so  injured  as  to  be 
unable  to  perform  their  functions.  Now,  have  we  not  much  greater 
reason  to  make  this  supposition  in  compound  fracture  ?  Is  it  not 
likely  that  these  causes — namely,  laceration,  contusion,  cold,  irrita- 
tion of  movement,  and  the  lethal  influence  of  foreign  body,  so 
impair  or  clog  absorption  that  effete  matters  must  come  to  the 
surface  in  the  form  of  pus. 

But  they  point  to  the  unexampled  success  of  their  treatment. 
Now  this  success  is,  I  think,  an  undoubted  fact,  and  I  take  it  as  a 
fact  which  confirms  my  view.  For  what  is  the  Listerian  treatment  ? 
It  devitalises  the  soft  parts  and  induces  absorption  of  effete  matter 
until  bony  union  occurs,  and  so  prevents  the  formation  of  inflam- 
matory products. 

The  same  reasoning  will,  I  think,  apply  to  operations  on  serous 
and  synovial  membranes  and  the  bones.  It  may  happen,  indeed, 
that  in  these  cases  the  carbolic  treatment  may  be  found  inexpedient 
for  various  reasons — as,  e.g.,  the  devitalism  may  be  carried  too  far, 
or  the  absorption-promotion  may  be  too  great,  or  there  may  be  too 
great  danger  of  carbolic  poisoning. 

But,  in  whatever  way  this  latter  question  may  be  determined,  I 
cannot  help  thinking  that  a  thorough  knowledge  of  the  properties 
of  drugs  (if  such  a  thing  be  attainable)  will  lead  to  a  more  intelli- 
gent and  more  discriminating  treatment. 
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[Read  in  the  Surgical  Section,  March  7,  1884.] 

Ten  years  ago  I  brought  before  the  Surgical  Society  of  Ireland  the 
history  of  a  case  which  required  the  operation  of  pharyngotomy, 
being  the  only  such  operation  ever  performed  in  Ireland.  I  now 
desire  to  bring  before  the  Surgical  Section  of  the  Academy  of 
Medicine  the  particulars  of  a  similar  operation  required  for  the 
removal  of  a  tumour  growing  in  the  pharynx  which  occurred  in 
my  practice  last  year.  Before  relating  the  more  recent  case  it  will 
be  interesting  to  give  an  epitome  of  the  one  already  detailed : — 

Case  I. — J.  O'B.,  aged  forty-five  years,  a  large  man  in  robust 
health,  by  occupation  a  farmer,  residing  in  the  County  Leitrini, 
was  admitted  into  the  City  of  Dublin  Hospital,  under  my  care,  on 
Tuesday,  the  10th  November,  1874,  having  been  sent  in  by  my 
friend,  Dr.  Thomas  Palmer.  At  the  time  of  his  admission  his  face 
was  full  and  flushed,  his  conjunctiva?  were  slightly  injected,  and 
there  was  a  huskiness  in  his  voice  as  if  he  were  suffering  from 
laryngitis.  From  the  corner  of  his  mouth  hung  a  strong  black 
thread,  which  was  fastened  round  his  left  ear.  Intense  anxiety 
was  depicted  on  his  countenance.  ■  He  was  unable  to  swallow  any 
solid  food,  and  subsisted  on  fluids.  He  stated  that  on  the  previous 
Sunday — that  is,  two  days  before  his  admission — he  had  been 
sewing  a  button  on  his  trousers,  and  having  put  the  needle  into 
his  mouth,  eye  foremost,  it  slipped  down.  He  endeavoured  to 
withdraw  it  by  the  thread,  but  it  seemed  to  him  to  fasten  it  tighter 
for  the  obvious  reason  that  he  was  embedding  the  point  more 
firmly.  On  examining  his  throat  with  the  laryngoscope  I  was 
able  to  detect  the  exact  position  of  the  needle.     It  was  somewhat 
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obliquely  placed,  the  eye  being  buried  in  the  left  palato-pharyngeus 
muscle,  the  point  in  the  left  arytenoid  cartilage.  Before  his 
admission  Dr.  Palmer  had  tried  to  withdraw  the  needle,  as  also  Dr. 
Little,  of  the  Sligo  Infirmary.  I  endeavoured  during  the  night 
upon  which  he  came  to  hospital  to  extract  the  needle,  but  without 
success.  I  believe  I  caught  it  with  a  forceps,  but  it  slipped 
through  the  blades.  I  ordered  him  ice  to  suck,  and  made  slight 
traction  on  the  thread  by  fastening  it  to  his  cheek  with  adhesive 
plaster.  On  the  following  day,  the  11th  November,  I  tried  again 
to  remove  the  needle  but  without  success,  having  procured  different 
kinds  of  forceps  for  the  purpose — one  lent  me  by  Mr.  Butcher,  the 
blades  of  which  opened  antero-posteriorly,  I  thought  might  have 
been  useful.  After  this  attempt  to  withdraw  the  needle,  the 
patient  suffered  so  much  laryngeal  distress,  I  determined  not  to 
try  its  removal  again  for  some  days  until  the  symptoms  ascribable 
to  the  endeavours  at  removing  it  had  subsided.  He  was  ordered 
ice  to  suck  and  to  inhale  the  steam  of  hot  water.  On  the  following 
day  (the  12th  November)  the  laryngeal  distress  from  which  he 
suffered  had  considerably  lessened.  The  ice  was  continued.  He 
was  dieted  upon  milk  and  beef-tea.  On  the  15th  of  November  I 
again  endeavoured  to  withdraw  the  needle,  and  bad  an  eye  or  hook 
put  on  the  external  sui'face  of  one  of  the  blades  of  the  forceps  in 
order  that  the  thread,  to  which  I  had  added  a  portion  of  hempen 
ligature  to  make  it  longer,  might  run  through  the  eye,  and  thus 
direct  the  forceps  to  the  needle.  The  needle  had,  however,  become 
so  completely  and  firmly  embedded  that  it  was  impossible  to  catch 
it.  I  also  tried  the  thread  running  through  a  catheter  perforated 
at  the  end,  hoping  by  this  means  to  dislodge  and  depress  one 
extremity  of  the  needle.  This  was  also  unsuccessful.  I  contem- 
plated dividing  the  needle  and  also  trying  the  effect  of  magnetism, 
but  abandoned  these  ideas  for  obvious  reasons.  From  the  day  of 
the  impaction  of  the  needle  up  to  the  17th  of  November  the  patient 
had  not  swallowed  any  solid  food,  and  had  become  considerably 
thinner,  pale,  and  haggard-looking.  He  suffered  occasionally  from 
intense  pain  not  only  where  the  foreign  body  was  situated,  but  up 
the  side  of  his  head  and  in  his  ear,  which  caused  him  sleepless 
nights.  He  did  not  suffer  so  much  laryngeal  irritation  after  this 
last  trial  at  removal,  and  it  was  astonishing  to  witness  the  man's 
patient  toleration  of  the  various  attempts  to  relieve  him.  Haying 
exhausted  every  means  possible  to  accomplish  the  extraction  of  the 
needle  without  opening  the  pharynx,  it  became  evident,  from  the 
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condition  of  the  patient,  his  increasing  weakness,  the  anxiety  he 
was  suffering,  his  occasional  intense  pain  added  to  his  numerous 
and  constant  importunities  to  relieve  him  and  cut  it  out,  that 
pharyngotomy  was  inevitable. 

After  consultation  with  my  colleagues,  Mr.  Tufnell  and  Dr. 
Barker,  who  attended,  I  determined  to  operate,  and  on  Monday, 
the  23rd  of  November,  before  a  large  class  of  students  and  several 
distinguished  surgeons,  I  proceeded  in  the  following  manner  : — 

The  patient  having  been  placed  on  the  operating  table,  was  put 
under  the  influence  of  chloroform.  I  made  an  incision  on  the  left 
side  of  the  neck,  commencing  from  the  body  of  the  os  hyoides  to 
the  superior  margin  of  the  cricoid  cartilage,  through  the  integu- 
ments and  fascia ;  each  layer  of  fascia  I  divided  on  a  director ;  a 
small  vessel  sprang,  most  probably  the  sterno-mastoid  branch  of 
the  superior  thyroid  artery,  which  I  quickly  ligatured.  The  com- 
mon internal  and  external  carotid  arteries  now  came  into  view ; 
also  the  superior  thyroid  artery  and  superior  laryngeal  nerve,  the 
internal  jugular  vein  and  pneumogastric  nerve,  with  a  few  filaments 
from  the  ninth  nerve.  I  next  separated  the  attachment  of  the 
omohyoid  muscle. 

The  chloroform  was  now  discontinued.  Mr.  Butcher  was  good 
enough  to  retract  the  vessels  and  keep  them  to  the  outside ;  a  staff 
which  1  passed  into  the  mouth  and  pharynx  (originally  recom- 
mended by  Vacca  Berlingieri)  was  held  by  Mr.  Tufnell,  and  the 
pharynx  was  thus  caused  to  bulge  at  the  left  side.  At  this  pro- 
minent point  I  made  a  small  incision  sufficient  to  admit  the  top  of 
my  index  finger.  The  staff  was  now  withdrawn  and  I  enlarged 
with  my  fingers  the  opening  already  made  in  a  direction  upwards 
and  downwards.  I  now  passed  my  finger  behind  the  ala  of  the 
thyroid  cartilage,  but  was  unable  to  find  the  needle.  I  next 
passed  a  forceps  on  the  palmar  aspect  of  my  left  index  finger  to  the 
situation  in  which  I  knew  the  needle  was,  but  could  not  catch  it. 

I  now  passed  my  left  forefinger  upwards  towards  the  mouth  and 
brought  the  thread  attached  to  the  needle  from  the  mouth  through 
the  wound.  I  followed  the  course  of  the  thread,  but  the  needle 
was  entirely  embedded  in  the  soft  structures.  I  scraped  through 
the  tissues  with  my  finger  nail  and  came  on  the  needle.  By  slight 
traction  of  the  thread  and  grasping  the  needle  with  a  forceps,  I 
withdrew  it,  to  my  extreme  gratification  and  to  the  relief  of  my 
patient.  During  the  period  I  was  extracting  the  needle  the  man 
suit cicd   from   great   dyspnoea;  his  face  was   congested,  his  eyes 
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were  protruding,  the  perspiration  was  pouring  off  his  face ;  and  to 
the  uninitiated  it  would  seem  as  if  dissolution  were  near  at  hand. 
I  put  no  sutures  in  the  gullet,  but  the  edges  of  the  wound  I 
brought  towards  one  another  with  a  few  points  of  carbolic  suture. 
The  man  was  conveyed  to  bed  ;  nutritive  enemata  were  administered 
during  the  day ;  he  sucked  ice  frequently,  and  a  sponge  soaked  in 
milk  was  occasionally  squeezed  on  his  lips.  Four  hours  after  the 
operation,  when  I  saw  him,  the  anxious  expression  had  left  his 
countenance ;  he  felt  relieved.  Some  of  the  milk  given  by  means 
of  the  sponge,  and  also  that  given  by  a  spoon,  came  out  through 
the  wound,  but  the  larger  portion  followed  the  natural  course  to 
the  stomach. 

On  the  25th  of  November,  two  days  after  the  operation,  he  had 
a  rigor;  his  temperature  rose  to  100°  F. ;  an  abscess  formed  in  the 
vicinity  of  the  incision,  which  discharged  itself  through  it,  as  I 
had  taken  the  precaution  not  to  draw  the  edges  closely  together, 
foreseeing  the  likelihood  of  the  above  result.  By  the  Gth  of  Decem- 
ber the  fluid  taken  by  the  mouth  had  ceased  to  come  through  the 
wound,  and  on  the  19th  of  December,  1874,  he  was  discharged, 
perfectly  recovered.  I  heard  of  him  several  years  afterwards,  and 
he  was  in  good  health. 

The  history  of  the  next  case  is  as  follows : — 

Case  II. — A  lady  of  generally  good  health  and  robust  physique 
was  attacked  about  the  beginning  of  August,  1882,  with  an 
irritation  of  the  throat,  which  she  considered  was  caused  by  an 
ordinary  sore  throat.  She  continued  to  suffer  slight  inconvenience 
from  the  complaint  for  some  time  without  taking  much  notice  of  it ; 
and  after  the  lapse  of  a  month  or  so  consulted  a  medical  prac- 
titioner, who  treated  her  by  means  of  gargles,  &c.  Finding  no 
relief  she  again  consulted  him,  stating  that  her  voice  (for  singing) 
was  going,  and  that  she  expectorated  mucus  of  a  disagreeable 
odour,  and  that  she  could  not  swallow  as  easily  as  when  she  first 
consulted  him.  Thinking  that  the  cause  arose  from  carious  teeth, 
she  was  recommended  to  have  some  of  her  back  molars  extracted 
to  allow  a  free  vent  for  the  pus  that  was  assumed  to  be  situated 
about  the  upper  part  of  the  pharynx.  As  time  went  on,  instead 
of  improvement  taking  place,  she  gradually  became  worse,  more 
embarrassed  in  her  deglutition,  and  her  voice  assumed  a  charac- 
teristic hoarseness  which  entirely  prevented  her  attempting  to  sing. 
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At  the  upper  and  lateral  portion  of  her  neck,  beneath  the  right 
angle  of  her  inferior  maxilla,  and  extending  downwards  about  as 
far  as  the  cricoid  cartilage,  she  observed  a  slight  swelling,  which 
was  permanent,  and  caused  a  considerable  amount  of  displacement 
of  the  laryngeal  cartilages  on  the  left  side,  and  such  disfigurement 
that  she  used  various  means  to  hide  the  unsightly  swelling.  As 
she  did  not  improve,  her  friends  became  anxious  about  her  con- 
dition, especially  as  she  was  extremely  low  and  desponding,  and 
rapidly  losing  flesh,  which  was  chiefly  caused  by  the  difficulty  she 
experienced  in  swallowing,  in  consequence  of  which  she  was  obliged 
to  partake  of  the  most  pultaceous  food.  Her  rest  at  night  became 
disturbed ;  and  owing  to  the  intense  noise  she  made  when  asleep 
her  sister  used  to  expect  she  would  choke.  Thinking  a  change  to 
the  seaside  would  prove'  beneficial,  her  parents  sent  her  up  to  the 
county  Dublin,  where  she  stayed  for  two  days,  but  she  rapidly 
became  worse,  possibly  owing  to  the  journey. 

On  the  13th  of  January,  1883,  I  saw  her  for  the  first  time ;  and 
after  a  careful  external  and  internal  examination  with  my  finger, 
and  afterwards  with  the  laryngoscope,  I  diagnosed  a  tumour  about 
as  large  as  a  small  egg,  which  might  contain  fluid,  since  I  could 
touch  the  superior  portion  of  the  tumour  with  my  index  finger, 
which  gave  the  idea  of  fluctuation.  The  tumour  was  situated 
beneath  the  level  of  the  epiglottis  on  the  right  side  in  the  sinus 
pyriformis.  I  again  saw  her  on  Monday,  the  15th  of  January, 
and  on  Thursday,  the  18th,  in  consultation  with  Mr.  Butcher. 
The  following  night  she  suffered  extremely  from  obstructed  respi- 
ration, and  several  times  during  the  night  it  was  feared  she 
would  choke.  So  severe  were  the  symptoms  that  I  was  telegraphed 
for  early  the  following  morning.  I  determined  to  explore  the 
tumour  and  see  if  it  contained  any  fluid,  which,  if  drawn  off, 
would  lessen  its  size  ;  aspiration  failed,  although  large  quantities 
of  a  glairy  fluid  were  evacuated.  Seeing  the  uselessness  of  further 
interference  through  the  mouth,  I  desisted  ;  ordered  soothing  appli- 
cations and  sedative  draughts. 

Matters  remained  pretty  much  in  the  same  condition  till  February 
3rd  (Saturday),  when,  alarming  symptoms  supervening,  I  was  again 
hurriedly  called  to  see  her  late  in  the  evening.  Her  breathing  was 
greatly  embarrassed;  she  was  unable  to  swallow;  her  pulse  was 
weak,  and  she  was  suffering  much  from  exhaustion. 

Having  obtained  the  services  of  Mr.  Alfred  Middleton,  a  Licen- 
tiate of  the  Royal  College  of  Surgeons  in  Ireland,  to  watch  her 
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during  the  night,  I  determined  to  operate  in  the  early  morning, 
and  remove  the  tumour  if  possible. 

Accordingly,  on  Sunday,  February  the  4th,  assisted  by  Mr. 
Butcher,  Mr.  Tufnell,  Mr.  Hepburn,  Dr.  Harley,  and  Mr.  Alfred 
Middleton,  I  proceeded  to  operate.  When  the  patient  was  under 
the  influence  of  bichloride  of  methylene,  administered  by  Dr. 
Harley,  I  made  an  incision  in  the  line  of  the  right  sterno-mastoid 
muscle,  running  from  one  inch  below  the  angle  of  her  jaw  to 
about  the  level  of  the  upper  ring  of  the  trachea.  Having  divided 
the  platysma  and  the  superficial  fascia,  I  rapidly  approached  the 
space  between  the  two  carotid  arteries  ;  the  superior  laryngeal  and 
external  laryngeal  nerves  lay  across  the  line  of  incision,  as  also 
did  some  of  the  main  branches  of  the  external  carotid  artery.  At 
this  point  of  the  operation  a  globular  body  sprung  forwards  into 
the  space  between  the  two  carotid  arteries,  and  for  a  moment  there 
was  a  doubt  in  my  mind  whether  it  was  a  portion  of  the  tumour 
or  an  enlarged  lymphatic  gland.  Having  examined  it  carefully, 
I  decided  it  was  the  latter,  which  was  correct.  By  a  careful 
dissection  the  middle  and  inferior  constrictors  of  the  pharynx  came 
to  view,  and  now  the  anaesthetic  was  temporarily  discontinued,  and 
a  catheter,  introduced  into  her  mouth,  was  made  to  point  at  the 
site  of  the  tumour.  There  was  great  difficulty  in  introducing  the 
catheter  into  the  pharynx  and  in  manipulating  it  to  the  side  of,  and 
subsequently  past  the  tumour.  The  end  of  this  guide  was  next 
exposed,  and  a  piece  of  silken  ligature  attached  to  the  protruded 
end  and  drawn  back  through  the  mouth,  having  one  end  through 
the  mouth  and  the  other  through  the  wound,  to  serve  as  a  guide  to 
the  opening ;  also  enabling  immediate  withdrawal  of  the  catheter, 
which  was  urgently  needed,  as  it  caused  frequent  spasm  and  much 
distress  to  the  patient. 

I  now  introduced  a  forceps  and  opened  its  blades  in  the  axis  of 
the  neck,  making  an  opening  of  sufficient  size  to  admit  two  of  my 
fingers.  It  was  impossible  to  remove  the  tumour  without  breaking 
it ;  it  came  away  in  pieces ;  occasionally  portions  were  coughed  up 
through  the  mouth.  Having  thoroughly  explored  the  pharynx,  the 
styloid  process  and  stylo-hyoid  ligament  from  which  the  tumour 
sprang,  and  having  satisfied  myself  that  all  was  clear,  I  readjusted 
the  parts,  removing  the  string  and  leaving  a  small  portion  of  the 
wound  open  at  the  most  dependent  part.  The  patient  was  very 
weak  during  the  operation,  chiefly  due  to  want  of  proper  nourish- 
ment.    A  stimulating  enema  was  administered.     She  was  able  now 
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to  swallow  a  teaspoonful  of  beef-tea,  and  her  voice  had  lost  the 
intense  raven-like  hoarseness  that  was  present  before  the  operation. 

She  was  now  carefully  removed  to  bed,  where  she  fell  into  a 
tranquil  sleep.  From  the  day  of  the  operation  she  gradually  got 
better  and  stronger,  and  was  enabled  to  swallow  freely,  which  she 
had  not  done  for  months  previously.  She  was  confined  to  bed  for 
fourteen  days,  and  on  the  fifteenth  day  after  the  operation — she 
joined  the  family  circle  on  the  16th  of  February,  1883 — she  left 
for  her  home,  having  gained  flesh,  looking  strong  and  well,  the 
line  of  incision  being  scarcely  visible. 

Professor  Purser  kindly  examined  the  tumour  and  pronounced 
it  to  be  a  spindle-celled  sarcoma.  The  lady  enjoyed  excellent 
health,  and  joined  in  all  the  various  social  recreations  of  the 
country,  until,  about  the  middle  of  May,  she  again  observed  the 
same  train  of  symptoms.  She  consulted  me  about  the  20th  of  that 
month,  when  I  discovered  a  tumour,  but  at  a  lower  level  than  the 
former.  She  was  beginning  to  suffer  so  much  that  I  determined 
I  would  at  all  events  divide  the  deep  fascia  and  give  the  tumour 
room  to  bulge  into  the  neck  and  thus  relieve  the  pressure  effects, 
and  if  possible  remove  this  fresh  growth.  She  had  gained  flesh, 
and  was  stronger  than  when  the  first  operation  was  undertaken  ; 
yet  almost  immediately  upon  the  first  incision  through  the  skin 
and  superficial  fascia,  she  collapsed ;  the  anaesthetic  had  to  be 
stopped,  and  great  difficulty  was  experienced  in  restoring  her.  I 
had  to  content  myself  with  making  an  incision  through  the  deep 
fascia,  which  gave  her  relief.  Eventually  I  fed  her  for  some  days 
through  a  tube,  when  she  succumbed,  the  victim  of  this  dreadful 
malady. 

Before  proceeding  further  with  this  communication  I  would 
wish  to  express  my  most  sincere  and  best  thanks  to  my  friends, 
Mr.  Butcher,  Mr.  Tufnell,  Mr.  Hepburn,  Dr.  Harley,  and  Mr. 
Alfred  Middleton  (my  former  pupil),  for  their  valuable  assistance. 
The  notes  of  this  case  were  chiefly  taken  by  Mr.  Middleton,  and 
the  notes  of  the  first  case  I  recorded  by  Mr.  Arthur  Benson,  now 
my  colleague. 

To  all  surgeons,  bodies  impacted  in  the  pharynx  are  a  source 
of  anxiety,  calling  as  they  do  in  almost  every  case  for  prompt 
assistance,  perchance  to  relieve  the  sufferer  from  impending  suffo- 
r. it  inn.     Wlicii  bulky  and  solid  they  are  generally  arrested  behind 
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the  cricoid  cartilage,  but  when  pointed  and  sharp  are  more  usually 
found  in  the  soft  parts  at  the  base  of  the  tongue,  the  discomfort 
caused  being  most  distressing,  vomiting  and  pain  and  difficulty  in 
swallowing  and  breathing  being  the  common  symptoms.  Cough 
and  laryngeal  irritation  may  also  be  produced,  depending  on  the 
situation.  Small  bodies  occasionally  set  up  inflammation,  causing 
suppuration,  from  which  abscess  in  the  neck  results.  Cases  are 
recorded  where  the  cervical  vertebras  became  diseased  from  this 
cause.  Coins  have  become  impacted  for  months,  and  finally 
coughed  up.a  False  teeth  are  not  unusually  found  impacted  in 
the  gullet  and  oesophagus ;  such  cases  are,  indeed,  comparatively 
common.  Sir  James  Paget  relates  a  case  where  a  gentleman  in  a 
fit  got  a  set  into  his  pharynx,  where  they  remained  for  four  months 
{Med.  Times,  1862). 

Mr.  Bryant,  in  his  valuable  work  on  the  "  Practice  of  Surgery," 
mentions  the  case  of  a  half-set  of  teeth  falling  into  the  pharynx 
during  an  operation  for  ovariotomy,  the  patient  being  under  the 
influence  of  chloroform. 

I  myself  assisted  the  late  Professor  Geoghegan  in  the  removal 
of  several  teeth  from  the  pharynx  of  a  gentleman,  and  great  caution 
and  dexterity  were  required,  from  the  danger  of  wounding  the 
arteries  bounding  the  tonsil  by  a  sharp  hook  attached  to  the  plate 
in  which  they  were  set. 

Sir  William  Fergusson  states  the  case  of  a  female  who  swallowed 
four  false  teeth  with  gold  setting,  which  became  fixed  at  the  lower 
end  of  the  gullet.  He  pushed  them  into  the  stomach.  In  four 
days  the  patient  appeared  proudly  displaying  the  teeth  again  in 
her  mouth ;  in  the  meantime  they  had  travelled  the  length  of  the 
intestines,  and,  when  found,  were  replaced  to  perform  their  orna- 
mental duties.  He  thought  the  patient  might  relinquish  them  for 
a  new  set,  but  she  preferred  them  as  lost-and-found  cherished 
friends  {Lancet,  18G9). 

Mr.  Pollock  and  others  relate  numerous  cases  of  this  kind,  which 
it  would  be  tedious  to  record.     Such  foreign  bodies  as  punch-ladles, 
forks,  and  gold  watches  have  also   been  found  impacted  in  the 
aDr.  O.Ward.     Path  Trans.,  1848-49. 

P 
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"■ullet,  and  some  difficulty  has  been  experienced  in  detecting  even 
such  laro-e  substances  when  embedded  for  some  time  in  its  walls ; 
but  although  in  nearly  all  the  surgical  works  there  is  mention  of 
the  manner  to  explore  for  foreign  bodies  situated  in  the  pharynx, 
and  various  methods  at  the  command  of  the  surgeon  for  extraction, 
by  pushing  them  into  the  stomach  or  opening  the  trachea  or  larynx, 
yet  the  majority  of  surgical  writers  say  little  or  nothing  on  the 
subject  of  pharyngotomy,  and  appear  to  mix  this  operation  and 
oesophagotomy  indiscriminately.  The  latter  has  but  seldom  been 
performed,  and  in  but  few  cases  out  of  the  many  requiring  it  has 
the  operation  been  attempted,  and  thus  many  lives  have  been  lost 
through  the  dread  of  operating. 

On  looking  over  the  works  of  some  of  the  most  recent  surgical 
writers,  I  find  Mr.  Bryant  never  performed  the  operation.  Sir 
William  Fergusson  mentions  how  the  operation  may  be  performed 
in  the  dissecting  room,  but  considers  it  attended  with  the  greatest 
danger  on  the,  living  subject.  Pirrie  merely  relates  that  there  is 
an  operation  of  the  kind.  Gross  never  performed  oesophagotomy, 
and  makes  no  mention  of  pharyngotomy.  Miller  states  when  the 
operation  of  oesophagotomy  was  first  proposed.  Grant  gives  a  few 
lines  on  the  subject.  In  several  well-written  works  there  is  no 
notice  at  all  of  the  operation.  In  the  "  Memoires  de  l'Academie  de 
Chirurgie"  will  be  found  a  most  exhaustive  account  of  fatal  cases 
where  the  foreign  bodies  remained  in  the  gullet  or  had  been 
swallowed ;  and  it  appears  to  me  that  the  case  recorded  by  Mr. 
Kirhy,  in  the  "  Dublin  Hospital  Reports,"  as  dying  from  spasmodic 
constriction  of  the  muscles  of  the  glottis,  might  have  been  saved 
had  he  performed  the  operation  of  pharyngotomy,  and  removed  the 
foreign  body.  Foreign  substances,  when  extracted  otherwise  than 
by  the  mouth,  have  almost  in  every  case  been  removed  by  the 
operation  of  oesophagotomy,  which  appears  to  have  been  proposed 
by  Verdue,  but  to  have  been  first  performed  by  M.  Goursauld,  who 
extracted  from  the  oesophagus  a  portion  of  bone ;  the  patient 
recovered.  M.  Bergin  performed  the  next  operation  of  the  kind ; 
recovery  followed.  M.  Arnott  performed  the  third  operation  of 
oesophagotomy  on  a  child,  two  and  a-half  years  old  (Medico-Chirurg. 
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Trans.,  1838).  The  operation  was  not  performed  till  five  weeks 
after  impaction.  The  incision  was  made  on  the  right  side  of  the 
neck  ;  the  spinous  process  of  one  of  the  dorsal  vertebrae  of  a  sheep 
was  removed;  the  child  died  of  pneumonia.  In  the  year  1832 
M.  Bergin  performed  the  operation  of  03sophagotomy  twice  success- 
fully (Journal  Ilebdomadaire,  1838).  Dr.  Martini  has  the  next 
case  on  record.  He  made  an  incision  on  the  foreign  body — a 
portion  of  bone — but  it  was  swallowed  by  the  patient  before  it 
could  be  extracted;  the  bone  passed  to  the  rectum.  The  treat- 
ment stated  to  be  adopted  in  this  case  was  frequent  bleedings. 
Sixty  attempts,  with  various  forceps  and  instruments,  endeavouring 
to  remove  the  impacted  substance,  were  made  ;  belladonna  was 
administered  by  the  rectum  ;  tartar  emetic  injected  into  the  veins  ; 
enemata  of  opium  were  given  to  check  its  effects.  During  this 
period  the  patient  could  not  swallow  even  a  drop  of  water.  Need 
I  add  the  case  was  fatal.  In  1845  M.  Delarocherie,  Professor  of 
Clinical  Surgery  at  Liege,  extracted  a  large  piece  of  bone  from 
the  gullet  of  a  man  by  oesophagotomy  (Journal  de  Chirurgie,  1845). 
Efforts  were  made  to  remove  the  foreign  body,  which'  caused 
haemorrhage  and  injury  to  the  gullet.  The  incision  was  made  on 
the  left  side.  The  patient  had  recovered  on  the  twenty-fifth  day. 
The  wound  both  suppurated  and  sloughed. 

Now  all  the  cases  I  have  just  related  are  cases  of  oesophagotomy; 
and  no  account  is  given  of  the  operation  of  pharyngotomy  being 
performed  till  those  graphically  described  by  Mr.  Cock  in  "  Guy's 
Hospital  Reports,"  although  the  steps  of  the  operation  are  different, 
the  same  structures  are  not  engaged,  the  parts  to  be  avoided  are 
not  similarly  situated,  and  there  is  not  the  same  readiness  in 
getting  at  the  pharynx  as  there  is  at  the  oesophagus  on  the  left 
side  of  the  neck.  Although  there  are  other  difficulties  to  counter- 
balance this — namely,  the  extreme  proximity  of  the  left  common 
carotid  to  the  oesophagus  compared  with  the  pharynx,  there  is 
danger  of  wounding  the  thyroid  gland  in  the  one  case  not  in  the 
other ;  the  almost  absolute  necessity  of  dividing  the  insertion  of 
the  omohyoid  muscle  in  pharyngotomy  not  in  oesophagotomy ;  the 
danger  of  the  inferior  thyroid  arterv  bein<r  wounded  in  oesopha- 


228  Cases  of  Pharyngotomy. 

o-otomy  not  in  pharyngotomy.  These  are  all  differences  and  dis- 
tinctions which  do  not  appear  to  me  to  have  been  weighed  by 
surgical  writers,  and  evidently  for  the  reason  that  the  operation 
has  not  been  contemplated  or  performed ;  and  thus  the  two 
operations — oesophagotomy  and  pharyngotomy — have  not  been 
separately  described ;  the  descriptions  of  the  former  are  ideal  and 
theoretical,  while  the  latter  is  ignored  by  most  surgical  writers. 

The  literature  upon  the  subject  of  tumours  of  the  pharynx  is 
comparatively  meagre.  These  tumours  are  usually  polypoid  in 
shape.  The  most  suitable  classification,  I  think,  is  into  fibroid  or 
sarcomatous,  lipomatous,  cystic,  and  tubercular.  They  generally 
grow  from  the  periosteum,  and  not  from  the  wall  of  the  pharynx, 
or  from  the  base  of  the  skull,  pushing  the  pharynx  forwards,  or 
from  the  perichondrium  of  the  cricoid  cartilage.  When  springing 
from  this  cartilage  they  are  long-stalked,  superficially  lobed,  and 
-have  been  known  to  extend  to  the  cardiac  end  of  the  stomach ; 
those  that  grow  from  the  wall  of  the  pharynx  are  very  vascular, 
sometimes  ulcerate,  are  lobed,  and  narrow-stalked,  and  completely 
fill  up  the  pharynx. 

In  the  collection  at  Gottingen  there  is  a  fatty  tumour  of  the 
pharynx  which  was  passed  by  the  rectum.  It  possessed  hair  and 
sebaceous  glands,  and  was  covered  with  skin.  Tuberculous  tumours 
sometimes  occur,  according  to  Forster,  but  are  very  uncommon. 

In  conclusion,  I  would  wish  to  emphasise  the  necessity  for  a  free 
external  incision  and  a  small  incision  in  the  pharynx  (which  can  be 
dilated  as  described),  so  that  the  filaments  of  the  nerves  may  not 
be  irreparably  injured,  and  permanent  hoarseness  probably  ensue ; 
no  sutures  should  be  employed  in  the  gullet,  and  plenty  of  drainage 
room  should  be  left  in  the  wound.  There  is  no  occasion  whatever 
to  feed  the  patient  afterwards  with  a  tube  ;  sufficient  nourishment 
can  be  administered,  and  the  introduction  only  retards  repair.  I 
believe  this  operation,  if  dexterously  performed,  not  to  be  a  fatal 
one,  and  have,  as  faithfully  as  I  can  remember,  described  each 
step  of  my  operations,  hoping  the  description  may  be  of  use  to 
others  when  called  on  to  perform  pharyngotomy. 


NOTES  ON  STRICTURE  OF  THE  RECTUM. 
By  J.  S.  M'ARDLE,  F.R.C.S. ; 

Surgeon  to  St.  Vincent's  Hospital. 
[Read  in  the  Surgical  Section,  April  4,  1884.] 

At  the  last  meeting  of  the  Pathological  Section  I  exhibited  a 
specimen  of  stricture  of  the  rectum.  The  notes  of  the  case,  which 
are  of  surgical  importance,  are  as  follow  : — The  patient  had  suffered 
for  some  years  from  rectal  trouble,  aDd  in  1883  linear  rectotomy 
was  performed  on  two  occasions,  with  the  result  of  making  him 
worse  than  before  operation.  In  the  January  of  this  year  I 
attempted  dilatation  with  bougies,  which  was  also  unsuccessful. 
Death  from  peritonitis  afforded  me  an  opportunity  of  examining 
the  seat  of  stricture.  The  want  of  success  which  attended  the 
treatment  by  incision  and  by  dilatation  in  this  case,  and  the  failures 
I  have  met  with  and  witnessed  in  many  similar  cases  under  like 
methods  of  treatment,  induced  me  to  bring  before  the  Academy  the 
question  of  the  operative  treatment  of  stricture.  In  most  of  the 
English  text-books  and  some  of  the  American,  excision  of  part  of 
the  rectum,  for  intractable  stricture  of  malignant  or  other  variety, 
gets  little  consideration,  while  colotomy,  linear  rectotomy,  and 
dilatation  by  bougies  fill  a  prominent  place.  The  converse  holds 
good  in  the  writings  of  French  and  German  surgeons.  A  review 
of  the  various  methods  of  operative  treatment  shows,  as  evidenced 
by  the  writings  of  Colles,  Dupuytren,  Allingham,  and  others,  that 
dilatation  seldom,  if  ever,  effects  a  cure  even  in  the  simple  variety. 
Curling,  notwithstanding  the  number  of  cases  which  came  under 
his  notice,  gives  only  three  cases  at  length  in  support  of  his  view 
that  dilatation  offers  a  remedy  for  this  affection,  and  even  these 
are  not  conclusive  evidence  of  success,  since  in  one  of  them  the 
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time  of  observation  has  been  too  short,  while  in  the  others  the 
rectum  remained  troublesome ;  add  to  this  want  of  success  the 
danger  of  exciting  proctitis,  periproctitis,  and  peritonitis,  and  we 
cannot  lookvery  favourably  on  dilatation  in  advanced  rectal  stricture. 
The  advocates  of  linear  rectotomy  cannot  claim  many  successes, 
while  the  number  of  cases  in  which  faecal  infiltration,  peritonitis,  or 
pyaemia,  resulted  from  this  method  of  treatment  would  deter  one 
from  attempting  it.  Crushing  the  obstructing  tissue,  as  mentioned 
by  Amussat,  should  be  followed  by  considerable  haemorrhage,  and 
if  the  stricture  be  malignant,  infiltration  of  the  surrounding  tissue 
with  the  elements  of  the  new  growth  should  result.  Colotomy, 
attended  as  it  is  by  many  features  of  discomfort,  only  relieves  a 
symptom  by  producing  a  disgusting  infirmity — the  disease,  if  can- 
cerous, meanwhile  running  its  course. 

The  only  remaining  method  of  treatment — excision,  is  a  difficult 
and  dangerous  proceeding,  but,  as  far  as  I  can  learn  from  statistics, 
it  is  as  safe  as  any  of  the  foregoing,  and  is  followed  by  much 
better  results,  if  performed  sufficiently  early.  The  most  important 
statistics  I  could  find  on  the  subject  are  the  following : — 

Schmidt,  of  Leipsic,  collected  33  cases,  operated  upon  by  various 
methods ;  of  these  8  died,  20  were  reported  cured,  the  remaining  5 
obtained  relief  from  the  operation. 

Agnew,  in  his  work  on  Surgery,  gives  10  cases  by  American 
surgeons ;  of  this  number  4  died,  3  were  cured,  and  3  lived  for 
periods  varying  from  7  to  16  months. 

Dieffenbach,  in  1845,  collected  nearly  30  cases  of  amputated 
recti,  of  which  more  than  50  per  cent,  were  cured. 

Heuck,  of  Heidelberg,  writing  last  year,  gave  an  account  of  25 
cases  operated  upon  after  Volkmann's  method  ;  of  this  number  only 
1  died  from  the  effects  of  the  operation,  the  remaining  number 
were  cured  or  greatly  relieved  ;  3  of  them  who  were  operated  upon 
four  years  ago  have  remained  without  any  return  of  the  rectal 
trouble. 

The  foregoing  statistics  show  that  the  mortality  after  excision  is 
lower  than  that  after  colotomy,  in  which,  according  to  Goselin  and 
Dubar,  one  of  every  three  cases  succumbed.     Especially  in  malig- 


By  Mr.  J.  S.  M'Ardle.  231 

nant  stricture  is  excision  to  be  preferred,  as  here  of  the  other 
operations  colotomy  alone  can  be  thought  of,  and  the  arguments 
against  that  method  of  treatment  are — 

1.  The  continued  presence  of  the  primary  disease. 

2.  The  discomfort  of  an  artificial  anus. 

3.  As  shown  above,  the  fact  that  the  mortality  from  the 
operation  is  as  great  as,  if  not  greater  than,  that  from  excision. 

In  favour  of  removal  of  the  rectum  in  malignant  stricture  is  the 
fact  that  we  are  removing  what  Cruveilhier,  Avith  much  truth, 
called  a  local  disease — a  disease  which  kills  not  by  its  generalisa- 
tion, not  by  producing  secondary  deposits,  but  by  the  obstruction 
which  it  offers  to  the  passage  of  faecal  matter,  and  the  ceaseless 
annoyance  resulting  from  continued  ulceration  of  the  new  growth. 

If  excision  be  the  proper  treatment  for  intractable  stricture  of 
the  rectum,  it  is  of  some  importance  to  select  a  suitable  method  of 
operation.  The  method  of  removal  by  ligature,  as  advocated  by 
Recamier,  has  only  been  performed  once  by  its  author,  and  never 
by  other  surgeons,  while  Maisonneuve's  more  speedy  method  of 
removal  by  ligature  is  likely  to  meet  with  similar  treatment  at  the 
hands  of  the  profession.  Lisfranc's  method,  modified  by  Velpeau, 
and  still  later  by  Denonvilier,  is  open  to  the  objection  that  incon- 
tinence of  the  liquid  faeces  invariably  results.  So  too  is  the 
method  of  excision  by  cautery  and  galvanic  ^craseur  described  by 
Verneuil.  Volkmann's  method  is  open  to  the  same  objection.  The 
only  remaining  method  worth  mentioning  is  that  by  Busch,  of 
Berlin.  This  method  differs  considerably  from  all  the  others,  since 
the  external  sphincter  is  retained,  and  thus  incontinence  of  faeces 
prevented.  The  operation  is  as  follows  : — A  semilunar  incision  is 
made  across  the  perinaeum,  midway  between  the  anus  and  bulb,  its 
concavity  looking  backwards ;  the  musculocutaneous  flap  thus 
formed  is  reflected  backwards,  and  a  careful  dissection  made, 
separating  the  anterior  wall  of  the  rectum  from  the  bladder  and 
prostate,  as  high  as  the  upper  limit  of  the  disease  ;  the  anterior  wall 
of  the  rectum  is  then  cut  through,  and  a  few  sutures  passed  through 
the  upper  portion  of  the  rectum,  to  retain  it  in  position,  while  the 
posterior  wall  is  separated  from  the  diseased  part.     The  strictured 
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portion  is  then  drawn  through  the  perineal  wound  and  cut  off 
above  the  sphincter.  The  posterior  wall  is  then  drawn  down  and 
united  to  the  posterior  segment  of  the  sphincter ;  the  anterior  wall 
is  in  a  similar  way  approximated  to  the  corresponding  part  of  lower 
section.  A  drainage  tube  is  laid  in,  and  the  perineal  wound  closed. 
I  have  performed  this  operation  twice  on  the  dead  subject,  and  can 
speak  of  the  ease  with  which  part  of  the  rectum  can  be  removed 
through  the  perimeum. 

The  advantages  of  this  operation  seem  to  be — first,  that  at  each 
step  of  the  operation  divided  vessels  can  be  seen  and  ligatured ; 
second,  that  the  supports  of  the  pelvic  viscera  are  not  so  much 
interfered  with  ;  and  third,  the  sphincter  being  retained,  incon- 
tinence of  faeces  cannot  result. 


ON   THE   TREATMENT   OF   UNUNITED 
FRACTURE  OF  THE  FEMUR. 

By  RICHARD  FRANCIS  TOBLN,  F.R.C.S. ; 

Surgeon-Major;  Asst.  Professor  of  Surgery,  Royal  Victoria  Hospital,  Netley. 
[Read  in  the  Surgical  Section,  April  4,  1884.] 

Private  J.  B.,  aged  thirty,  service  6  years  and  10  months,  was 
admitted  into  hospital  at  Netley  on  the  17th  of  February,  1883, 
suffering  from  an  ununited  fracture  of  left  femur,  a  little  above 
the  junction  of  its  middle  and  upper  third.  The  accident  that 
occasioned  the  injury  had  occurred  six  months  before,  while  he 
was  on  active  service  in  Egypt. 

The  following  is  the  history  of  it: — 

He  belonged  to  the  Mounted  Infantry,  and  on  the  6th  of 
August,  1882,  his  horse  ran  away  with  him,  and  dashed  him 
against  a  tree.  He  was  picked  up  by  a  surgeon,  who  found  he 
had  sustained  a  simple  fracture  of  the  femur,  and  who  applied  a 
Liston's  splint,  and  sent  him  to  the  nearest  hospital.  Shortly  after 
his  admission  into  hospital  he  was  attacked  with  enteric  fever, 
which  lasted  about  five  weeks,  and  greatly  reduced  his  strength. 
About  six  weeks  after  the  receipt  of  the  injury,  the  Liston's  splint 
in  which  the  limb  had  been  originally  placed  was  removed,  and 
it  was  found  that  no  union  of  the  fracture  had  taken  place. 
A  Maclntyre's  splint  was  now  substituted  for  a  Liston's  splint, 
and  after  the  limb  had  rested  in  that  appliance  for  a  further 
period  of  six  weeks,  a  plaster-of-Paris  bandage  was  applied  and 
left  on  for  three  weeks.  Still  no  union  took  place.  Rest  in  bed 
without  bandages  or  support  of  any  kind  was  next  tried  without 
effect,  and  the  patient  was  transferred  to  the  hospital  ship 
"  Carthage."      While    on    board    the    "  Carthage" — i.e.,   for   two 
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months — he  wore  a  well-fitting,  stiff  appliance  made  of  gum  and 
chalk,  which  embraced  the  whole  of  the  limb  and  buttock,  and 
extended  upwards  round  the  waist.  He  was  wearing  this  when  he 
arrived  at  Netley. 

On  its  removal  the  fracture  was  found  still  ununited,  even 
strong  ligamentous  union  appeared  not  to  have  taken  place,  and 
the  patient  could  not  put  the  least  weight  upon  the  limb,  although 
he  could  let  it  hang  and  swing  about  without  pain.  At  the  seat 
of  fracture  there  was  a  good  deal  of  deformity,  owing  to  the  lower 
fragment  beiDg  drawn  upwards  and  outwards.8.  The  amount  of 
shortening  was  2|  inches.  For  three  months  after  his  arrival  at 
Netley  various  expedients  were  used  to  promote  union  between  the 
fragments.  His  general  health  was  carefully  attended  to,  and  he 
was  given  various  salts  of  lime.  The  ends  of  the  broken  bone 
were  rubbed  freely  together,  and  the  limb  then  put  at  rest  in  a 
plaster-of-Paris  bandage,  but  without  effect.  These  means  having 
failed,  the  following  operation  was  performed  in  the  Lecture 
Theatre  on  the  18th  of  May,  1883  : — 

The  patient  was  placed  under  the  influence  of  ether,  Esmarch's 
bandage  was  applied  as  high  as  possible  round  the  thigh  and 
drawn  well  upwards  on  the  outer  side  by  means  of  a  retractor. 
An  incision  was  then  made  beginning  at  the  centre  of  the  great 
trochanter  and  carried  downwards  for  six  or  seven  inches,  parallel 
to  the  axis  of  the  limb.  The  soft  parts  were  next  dissected  off  the 
bone,  and  the  seat  of  fracture  fully  exposed.  This  made  it 
apparent  that  the  bone  had  originally  sustained  a  comminuted 
fracture,  that  the  central  pieces  had  united  in  an  irregular  way  to 
the  lower  fragment,  forming  for  it  a  sort  of  head,  and  that  it  was 
between  this  head  and  the  upper  fragment  that  union  had  failed  to 
take  place.  The  ligamentous  union  between  the  fragments  was 
now  divided,  and  the  lower  fragment  having  been  made  to  pro- 
trude through  the  incision,  it  was  sawn  across  at  right  angles  to 
its   axis    below    the    irregular    protuberance    referred   to.      The 

*  The  sketch  of  the  femur  before  the  operation  does  not  show  precisely  the 
relations  of  the  parts  at  the  seat  of  fracture  ;  the  lower  portion  of  the  femur 
was  drawn  up  nearer  to  the  trochanter  major  than  appears  in  the  drawing. 


By  Surgeon-Major  Tobin.  235 

upper  fragment  was  next  dealt  with.  From  this,  owing  to  a 
slight  obliquity  in  its  line  of  fracture,  it  was  necessary,  in 
order  to  get  a  smooth  transverse  section,  to  remove  about  half 
an  inch.  This  was  done  by  means  of  a  chain  saw,  for  the  short- 
ness of  the  fragment  prevented  its  being  protruded  through  the 
wound.  The  fragments  were  now  placed  in  exact  apposition, 
and  a  point  was  marked  on  each  bone  about  an  inch  from  the 
margin  of  its  freshly-sawn  surface.  From  these  points  to  the 
centre  of  the  medullary  canal,  holes  were  bored  by  means  of  an 
Archimedian  drill,  and  a  double  strand  of  stout  silver  wire  was 
passed  through  the  tunnel  so  formed. 

It  is  necessary  here  to  state,  in  order  to  account  for  the 
subsequent  steps  in  the  operation,  that  there  was  in  the  short 
upper  fragment,  even  while  the  patient  was  under  the  influence  of 
ether,  a  great  tendency  to  tilt  up,  due  no  doubt  to  the  action  of  the 
psoas  and  iliacus  muscles.  Considerable  difficulty  had  been  ex- 
perienced in  holding  it  down  while  it  was  being  marked  and  bored 
for  the  insertion  of  the  wires,  and  it  was  feared  that  the  wires 
might  not  be  altogether  sufficient  to  overcome  this  upward  ten- 
dency. Partly  on  this  account,  and  also  because  the  position 
seemed  to  offer  great  facilities  for  drainage,  dressing,  using  the 
bed  pan,  &c,  it  was  decided  to  put  the  leg  up  at  nearly  right 
angles  to  the  body,  as  shown  in  the  accompanying  sketch. 

In  order  to  do  this  the  operation  was  discontinued  in  the  theatre 
as  soon  as  the  wire  had  been  passed  through  the  canal  bored  in  the 
fragments,  and  before  they  had  been  brought  together  by  its 
means,  and  the  wound  having  been  covered  up  with  moist  carbolised 
gauze,  the  patient  was  transferred  to  his  bed. 

The  injured  limb  was  now  raised  almost  at  right  angles  to  the 
rest  of  the  patient's  body.  In  this  position  the  upper  and  lower 
fragments  came  easily  into  apposition,  and  they  were  secured  so  by 
twisting  together  the  ends  of  the  already  inserted  wire.  The 
twisted  wire  was  cut  off  so  as  to  leave  a  spiral  projection  of  about 
half  an  inch.  The  insertion  of  drainage  tubes,  closing  of  the 
wound,  and  the  application  of  a  large  Lister's  dressing,  completed 
the  operation. 
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During  these  latter  steps  the  limb  had  been  held  in  its  place — i.e., 
nearly  at  right  angles  to  the  pelvis,  by  an  assistant  (Surgeon 
Bruce,  A.M.D.,  who  rendered  most  valuable  help  throughout  the 
operation).  To  enable  it  to  rest  in  this  position,  the  following 
appliance  was  extemporised  : — A  weight  of  14  lbs.,  calculated  to  be 
equal  to  the  weight  of  the  limb  below  the  fracture,  was  attached  to 
the  leg  and  thigh,  by  means  of  strapping  and  bandages,  as  recom- 
mended by  Professor  Sayre  in  cases  of  hip-joint  diseases,  and  of  a 
cord  which  was  passed  over  a  cross  bar,  just  above  the  uptilted 
leg,  and  then  over  another  at  the  end  of  the  bed.  It  was  found 
that  this  weight  supported  the  leg  comfortably  for  the  patient. 
To  render  the  position  more  secure  a  short  plaster-of-Paris  splint 
was  fitted  to  the  front  of  the  thigh  over  the  seat  of  fracture,  and 
a  Maclntyre's  splint  was  suspended,  as  shown  in  the  sketch,  and 
made  to  rest  against  the  limb  without  being  bandaged  to  it,  by 
passing  cords  from  the  buttons,  which  are  riveted  in  the  thigh  piece 
of  the  splint,  to  a  weight  (7  lbs.)  made  to  hang  outside  the  head 
board  of  the  bed.  This  weight  was  found  most  useful,  as  it  caused 
the  splint  to  follow  the  limb  when  the  patient,  as  he  was  inclined 
to  do,  moved  up  higher  in  the  bed.  The  temperature  of  the  limb 
was  maintained  by  a  thick  wrapper  of  cotton  wool.  The  subse- 
quent history  of  the  case  is  eminently  satisfactory.  The  patient 
was  very  little  upset  by  the  operation.  He  described  the  appliance 
in  which  his  limb  rested  as  most  comfortable  compared  with  those 
(and  they  were  many)  of  which  he  had  had  previous  experience. 
He  found  he  could  use  the  bedpan  with  ease ;  and  in  dressing  the 
wound  little  or  no  difficulty  was  met  with.  The  position,  too, 
favoured  drainage,  and,  in  consequence,  the  divided  parts  united 
rapidly.  The  limb  was  left  suspended  as  described  for  twenty-one 
days ;  it  was  then  lowered  a  little  day  by  day  till  the  angle 
between  the  bed  and  limb  was  one  of  about  30°.  As  the  limb  was 
lowered  it  rested  more  and  more  in  the  Maclntyre  splint,  and  the 
suspending  weight  was  reduced  from  fourteen  to  seven  pounds. 
At  the  end  of  the  sixth  week  from  the  date  of  the  operation,  a 
change  was  made  to  a  bandage  of  gum  and  plaster-of-Paris. 
When  he  had  been  wearing  this  for  about  a  fortnight  he  was 
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allowed  to  get  up,  and  at  the  expiration  of  another  fortnight  it 
was  taken  off  and  the  fracture  was  found  to  have  become  firmly 
united  in  a  perfectly  true  position.  The  amount  of  shortening 
was  exactly  the  same  as  that  which  existed  previous  to  the  opera- 
tion, 2  J  inches ;  from  which  it  would  appear  that  the  improved 
position  of  the  limb  exactly  compensated  for  the  portions  of  bone 
removed.  When  this  shortening  was  made  good  by  a  suitable  boot 
the  patient  soon  learned  to  walk  about  with  freedom.  He  is  now 
acting  as  a  travelling  agent,  which  he  does  on  foot  without  incon- 
venience, for  the  sale  of  a  special  kind  of  printing  stamp. 
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Surgeon  to  the  Meath  Hospital  and  County  Dublin  Infirmary,  and  to  the 
Children's  Hospital. 


[Read  in  the  Surgical  Section,  May  9,  1884.] 

The  predisposing  and  exciting  causes  of  carcinoma,  sarcoma,  and 
other  species  of  malignant  disease,  and  the  rapidity  of  their  growth, 
have  ever  been  a  subject  of  the  greatest  interest  to  the  practical 
surgeon. 

Cause  after  cause  has  been  named  as  the  exciting  agent  for  the 
production  of  this  diseased  condition.  Theory  after  theory  has 
been  promulgated.  However,  little  has  been  added  to  our  store  of 
knowledge  of  recent  years,  notwithstanding  the  advance  in  patho- 
logical  research,  to  account  more  definitely  or  more  accurately  for 
its  production  and  commencement  in  the  bodies  of  certain  consti- 
tutions. The  doubt  as  to  whether  it  is  a  constitutional  malady 
altogether,  or  whether  it  is  a  local  disease  assisted  and  encouraged 
by  local  effects,  having  at  the  same  time  a  hereditary  constitutional 
origin  (being  a  combination  of  the  two  factors),  seems  to  me  to 
still  exercise  the  minds  of  modern  surgeons,  as  it  did  in  the  past. 

Some  two  years  ago  I  happened  to  read  a  paper a  on  this  subject 
from  the  pen  of  Mr.  Richard  Barwell,  F.R.C.S.,  Senior  Surgeon  to 
Charing  Cross  Hospital,  and  since  then  I  have  paid  particular  atten- 
tion to  certain  clinical  characters  and  conditions  of  the  malignant 
tumours  of  the  sarcomatous  and  carcinomatous  group  that  have 
come  under  my  observation  ;  and  in  some  of  these  cases  I  certainly 
could  distinguish  a  remarkable  difference  in  the  extraordinary 
rapidity  of  their  growth,  and  such  development  followed  quickly 
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the  receipt  of  a  blow  or  injury  to  the  part  affected — so  much 
so  that  I  feel  the  title  "  Acute  Traumatic  Malignancy  "  correctly 
denotes  a  class  of  malignant  growths  clearly  discernible  from  the 
rest  of  the  generic  species,  by  the  rapidity  of  its  development  fol- 
lowing local  injury.  Mr.  Barwell,  in  his  introductory  remarks  in 
the  paper  alluded  to,  says  : — "  The  cases  on  which  the  name  is 
founded  made  a  great  impression  on  my  mind,  leading  me  to  think 
that  occasionally,  under  the  stimulus  of  severe  irritation,  the  tissue 
elements,  which  under  favourable  circumstances  would  assume 
only  the  additional  activity  necessary  for  repair,  may  take  on  a 
more  prolific  cell-germination,  culminating  in  a  rapid  form  of 
malignant  disease,  in  one  of  those  forms,  be  it  named  myeloid,  or 
round-celled  sarcoma,  or  encephaloid  cancer,  which  consists  of  little 
else  than  heaped-up  cells  and  their  progeny." 

In  the  following  cases  which  I  purpose  to  read  it  will  be  found 
that  malignant  tendencies  rapidly  developed  after  the  receipt  of 
local  injury. 

I  would,  however,  think  that  without  some  inherent  malignant 
constitutional  tendency  a  local  injury  would  not  be  followed  by 
anything  more  than  some  slight  temporary  benign  irritation  and 
inflammation  necessary  for  the  healthy  reparation  of  the  part.  For 
it  would  appear,  according  to  Billroth,  that  the  development  of 
tumour  depends  upon  two  factors — 1,  the  inherent  tumour  forming 
diathesis  ;  2,  local  irritation,  which  may  be  either  inflicted  suddenly 
or  may  be  of  long-continued  duration. 

As  already  mentioned,  in  healthy  individuals  we  find  that  local 
injuries,  such  as  wounds  and  blows,  merely  go  through  the  benign 
and  natural  processes  sufficient  for  repair,  such  as  inflammation, 
ulceration,  suppuration,  and  cicatrization :  and  such  injuries  pro- 
duce no  bad  constitutional  or  local  effects  whatever. 

On  the  other  hand,  in  patients  endowed  with  a  constitution 
having  a  hereditary  tendency  to  tumour  diathesis,  small  skin 
wounds  and  other  slight  injuries  are  rapidly  followed  by  a  very 
fast-growing  malignant  tumour  at  the  original  seat  of  injury. 
From  this,  then,  it  would  seem  that  although  the  tumour-diathesis 
may  be  present  in  the  body  of  a  given  individual  the  condition 
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may  be  harmless  for  a  certain  limited  time  or  for  a  very  con- 
siderable period,  as  it  requires  another  factor  to  complete  the 
process  of  rapid  malignant  development.  And  such  factor,  it 
would  appear,  is  frequently  contributed  by  a  traumatism  or 
other  local  irritation  of  one  kind  or  another.  And  should  the 
latter  factor  of  local  irritation  be  wanting,  no  malignant  develop- 
ment takes  place.  Take  for  example  the  lower  lip,  a  very  common 
situation,  among  certain  classes,  for  epithelial  cancer  to  appear.  In 
early  stages,  and  up  to  a  certain  point,  I  would  think  the  tumour- 
diathesis  was  only  present — in  fact  that  it  was  in  a  p  re-malign  ant 
condition.  To  this  add  the  factor  of  continued  local  irritation  by 
means  of  the  heated  stem  of  a  short  clay  pipe,  and  you  have 
epithelial  cancer  very  rapidly  developed.  In  malignant  tumours 
of  the  breast,  the  tumour  producing  diathesis  may  be  pi-esent  for 
a  considerable  time,  and  no  malignant  development  takes  place  until 
probably  a  blow  or  other  injury  is  received  at  the  part,  and  rapid 
enlargement  and  growth  follow.  With  these  few  observations  I 
will  proceed  to  read  the  history  of  some  cases  which  appear  to  me 
to  partake  of  the  character  indicated  by  the  title  of  my  paper  : — 

Case  I. — B.  H.,  a  young  gentleman,  aged  ten,  in  the  month  of 
June,  1869,  fell  off  some  rocks  at  the  sea  shore.  When  falling  he 
came  in  contact  with  a  large  stone,  which  struck  his  right  leg  about 
two  inches  below  the  tubercle  of  the  tibia.  He  felt  it  rather  stiff 
and  painful  for  two  or  three  days  after  the  injury,  which  was 
treated  by  cold  lotions,  bandaging,  and  rest.  However,  the  pain 
never  altogether  disappeared,  and  in  about  a  fortnight  the  whole 
circumference  of  the  limb  began  to  swell,  and  the  seat  of  the  injury 
on  the  front  of  the  tibia,  below  the  knee,  became  very  painful ;  he 
was  unable  to  walk,  and  began  to  lose  flesh  rapidly,  as  well  as  his 
appetite.  The  limb  by  this  time  had  become  considerably  enlarged, 
glazed,  and  tense,  with  large  blue  veins  coursing  over  its  surface. 
About  the  end  of  July  his  father  consulted  the  late  Mr.  Adams, 
who  recommended  that  Sir  George  Porter  should  also  be  consulted. 
At  this  time  the  nature  of  the  case  was  clearly  denned,  being 
considered  by  the  surgeons  mentioned  to  be  a  rapid  development  of 
malignant  disease  of  the  tibia  at  the  seat  of  injury.  Amputation 
at  the  lower  third  of  thigh,  above  the  knee-joint,  which  was  already 
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more  or  less  implicated,  was  suggested  as  the  only  means  available 
to  save  the  little  patient's  life.  The  father,  however,  would  not 
consent,  and  then  brought  the  child  to  London  and  consulted  Sir 
James  Paget  and  Mr.  Caesar  Hawkins,  who  also  recommended  that 
amputation  should  be  performed.  After  remaining  in  London  for 
some  few  days  the  father  returned  to  Dublin  with  the  boy,  who  by 
this  time  had  become  very  much  weaker  and  emaciated,  being  appa- 
rently worn  out  by  incessant  pain  in  the  limb  and  sleepless  nights. 
At  the  request  of  the  father  the  limb  was  amputated  at  the  lower 
third  of  thigh  by  Sir  George  Porter,  assisted  by  the  late  Mr.  Adams, 
Mr.  William  Stokes,  and  myself. 

The  boy  recovered  the  shock  of  the  operation,  but  sank  three 
weeks'  afterwards  from  sheer  exhaustion. 

In  this  case  the  patient  was  apparently  in  the  best  of  health  up 
to  the  time  of  the  fall,  and  from  that  period  rapid  development  of 
malignant  disease  (fungus  hamiatodes)  set  in,  and  he  died  within 
three  months  of  the  receipt  of  the  local  injury. 

Case  II. — R.  F.,  aged  twenty-iive,  was  admitted  into  the  Meatli 
Hospital,  from  County  Kerry,  on  the  18th  March,  1884,  under  the 
care  of  Mr.  Ormsby,  suffering  from  an  enormous  tumour  growing 
from  the  left  side  of  the  neck. 

History. — States  that  about  ten  months  ago  he  received  a  severe 
blow  with  the  fist  on  the  left  side  of  his  neck,  and  from  that  time 
to  the  date  of  his  admission  he  felt  pain  and  uneasiness  in  the  part. 
A  slight  swelling  soon  appeared  and  grew  rapidly  until  it  reached 
its  present  dimensions,  as  depicted  by  photograph,  which  was  taken 
while  in  hospital.  His  family  history  is  good  ;  none  of  his  relations 
were  affected  with  cancer ;  he  has  had  to  work  very  hard,  subject- 
ing himself  to  much  wet  and  cold  ;  latterly  he  thinks  the  tumour 
has  increased  more  rapidly  in  size,  and  has  become  very  painful, 
and  he  has  lost  flesh.  He  has  difficulty  of  swallowing,  owing  to  the 
encroachment  and  pressure  of  the  tumour  internally  on  the  fauces. 
Several  consultations  were  held  with  a  view  to  decide  as  to  the 
propriety  of  an  attempt  being  made  for  it's  removal ;  he  was  also 
exhibited  at  a  meeting  of  this  Section,  and  several  members  present 
saw  him.  However,  it  was  considered  advisable  not  to  operate,  as 
the  operation  would  necessitate  the  removal  of  the  entire  lateral 
aspect  of  the  neck.  The  patient,  on  hearing  the  decision  regarding 
his  case,  left  the  hospital  about  the  24th  of  April,  1884,  for  the 
country,  without  having  the  operation  performed. 
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Case  III. — T.  N.,  aged  forty-nine,  admitted  to  the  Meath  Hospital 
from  Eoscrea,  on  September  11,1 883 — under  the  care  of  Mr.  Ormsby 
(recommended  by  Dr.  Powell,  Roscrea) — suffering  from  an  obscure, 
doughy,  tense  enlargement  at  lower  inner  third  of  left  thigh.  About 
June  last  he  was  working  as  a  navvy  on  a  railway,  where  he 
received  a  severe  blow  on  the  inside  of  his  left  thigh,  at  the  seat 
of  the  present  swelling.  The  part  was  painful  for  a  few  days, 
when  the  uneasiness  passed  away  ;  however,  the  limb  at  the  point 
of  injury  always  remained  swollen  and  slightly  stiff.  He  received 
the  blow  in  June,  and  about  the  middle  of  August  he  experienced 
great  uneasiness,  with  sharp  darting  pains  through  the  part.  He 
then  applied  to  Dr.  Powell,  Roscrea,  who  sent  him  up  to  the  Meath 
Hospital. 

State  on  Admission. — The  man  was  rather  debilitated,  having  lost 
much  flesh  lately ;  his  left  knee  and  lower  part  of  thigh  were  a 
good  deal  swollen,  with  large  blue  veins  distinctly  visible  over  the 
surface.  As  this  swelling  was  rather  obscure  at  first,  rest,  tonics, 
and  strapping  the  enlargement  with  compound  mercurial  ointment 
were  tried,  but  with  no  effect.  He  complained  of  the  bursting 
tense  pain  of  the  tumour,  and  thinking  there  might  be  some  fluid 
present,  I  accordingly,  on  the  9th  of  October,  1883,  made  an  ex- 
ploratory puncture  with  trochar  and  canula,  and  removed  a  large 
quantity  of  dark-coloured  bloody  fluid  ;  this  gave  him  a  great  deal 
of  relief,  but  the  tumour  continued  to  enlarge  rapidly,  and  the 
clinical  characters  of  it  were  becoming  manifest.  Believing,  as 
was  verified  afterwards,  by  a  careful  microscopical  examination 
by  Mr.  Abraham,  that  it  was  an  ossifying  sarcoma,  a  consultation 
of  my  colleagues  was  held,  at  which  consultation  Mr.  William 
Stokes  was  present — when  it  was  decided  to  recommend  ampu- 
tation at  the  upper  third  of  thigh.  The  patient,  on  hearing  this, 
said  he  would  sooner  die  than  allow  the  limb  to  be  removed ; 
and  accordingly  left  the  hospital  for  the  country  about  the  2<>t!i 
October,  1883. 

On  January  3rd,  1884,  the  man  returned,  and  was  re-admitted  to 
the  Meath  Hospital  in  a  very  much  worse  state.  He  seemed 
greatly  worn  down  with  pain.  He  said  that  he  was  quite  determined 
mm  to  allow  the  limb  to  come  off,  as  he  could  not  stand  the 
pain  any  longer.  The  tumour  had  increased  considerably,  and  its 
clinical  appearances  were  well  marked.  Accordingly,  on  January 
Till.  1884,  I  amputated  the  limb  by  the  circular  method  at  the 
upper  third  of  ttbigh,  with  full  antiseptic  precautions,  and  the  man 
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made  a  rapid  recovery,  and  left  the  hospital  at  the  end  of  February 
last.  It  was  remarkable  how  quickly  he  pulled  up  in  health  and 
strength  after  the  limb  was  amputated,  no  doubt  due  to  the  cessation 
of  the  excruciating  pain  he  experienced  in  the  limb  before  it  was 
removed. 

He  was  perfectly  healthy  up  to  June  last,  when  he  received  the 
local  injury ;  and  from  that  time  the  characters  of  the  tumour's 
malignancy  was  clearly  defined  in  three  months. 

Case  IV. — F.  J.,  aged  fifty-eight,  a  farmer  from  Kesh,  Co.  Fer- 
managh, was  admitted  on  the  24th  September,  1883,  to  Meath 
Hospital  under  my  care. 

Previous  History. — On  December  10th,  1882,  during  the  hard 
frost,  he  fell  with  great  force  on  the  point  of  his  left  shoulder.  At 
the  time  it  was  a  little  sore,  but  gave  him  no  trouble  till  Jive  weeks 
after  the  accident,  when  the  shoulder  began  to  swell  and  get  very 
painful.  He  then  applied  to  the  local  practitioner,  Dr.  George 
Leeper,  who  applied  anodyne  liniments  followed  by  blistering. 
This  gave  him  slight  relief,  and  at  his  advice  the  man  went  into 
the  County  Infirmary  at  Enniskillen,  where  he  was  poulticed  and 
afterwards  blistered.  He,  however,  did  not  improve,  and  left  the 
Infirmary — after  remaining  there  for  seven  weeks — and  returned 
to  his  home.  He  then,  by  the  advice  of  his  friends,  applied  poul- 
tices of  herbs  to  his  shoulder,  which  produced  suppuration  at  the 
part.  At  this  stage  Dr.  Leeper  was  sent  for  ;  he  made  an  incision 
into  the  tumour,  and  gave  free  exit  to  a  quantity  of  very  offensive 
pus.  The  swelling  in  the  shoulder  went  down  considerably,  and 
he  felt  better  in  every  way. 

While  under  Dr.  Leeper's  care  a  piece  of  diseased  bone  found 
its  way  to  the  surface.  Dr.  Bagot  of  Enniskillen  saw  the  man  at 
this  time  and  recommended  him  to  seek  admission  to  a  Dublin 
hospital. 

State  on  Admission. — The  contour  of  the  shoulder  was  very  much 
changed,  presenting  an  immense  lobular  malignant-looking  enlarge- 
ment (probably  sarcoma),  with  a  tense  semi-elastic  surface  resem- 
bling a  boiled  leg  of  mutton  in  appearance,  with  large  veins 
coursing  over  it.  The  glands  in  the  axilla  were  also  implicated 
and  became  merged  into  the  swelling.  There  was  also  a  constant 
discharge  of  thin  sanious  pus  from  two  small  openings  where  the 
bit  of  bone  was  removed.  The  disease  and  enlargement  extended 
from  the  insertion  of  the  deltoid  along  the  clavicle  and  down  the 
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great  pectoral  muscle,  across  the  anterior  fold  of  axilla,  round  the 
arm  to  the  posterior  fold  of  the  axilla  and  scapula,  as  far  as  the 
attachment  of  the  deltoid  to  the  spine  of  that  bone. 

On  September  26th,  1883,  two  days  after  admission,  a  full  con- 
sultation was  held  on  the  man's  case.  The  only  operation  that 
could  have  been  performed  was  amputation  at  the  shoulder  joint, 
but  as  the  disease  had  extended  to  the  pectoral  muscles  on  the 
front  of  the  chest  wall,  as  well  as  implicating  the  scapular  muscles 
behind,  it  was  thought  such  an  operation  would  fall  short  of 
removing  the  entire  disease ;  and  further,  as  the  patient  was  so 
much  worn  down  and  emaciated  by  the  constant  pain,  it  was  con- 
sidered he  wrould  not  be  able  to  undergo  such  an  operation. 
Tonics  were  administered  and  the  shoulder  poulticed,  and  on  the 
15th  October,  1883,  he  returned  home  to  the  country  and  died 
a  fortnight  afterwards,  quite  suddenly,  probably  from  an  embolism. 

In  this  case  the  man  was  in  the  best  of  health  up  to  the  time  of 
injury  on  the  lOtli  of  December,  1882,  and  he  died  a  little  over 
ten  months  after  the  accident  of  undoubted  malignant  disease. 

In  the  foregoing  cases  it  will  be  seen  that  in  each  there  must 
have  been  the  tumour-forming  diathesis  present  where  the  injury 
supplying  the  local  irritation  was  followed,  almost  immediately, 
not  merely  by  a  slow  chronic  growth  of  tumour,  but  by  a  rapid 
development  of  local  malignancy.  In  bringing  this  subject  before 
the  members  of  the  Academy  present,  I  am  anxious  to  elicit  their 
opinion  as  to  how  far  the  factor  of  local  injury  or  irritation  plays 
in  the  rapid  production  of  malignant  disease. 


ON  EXCISION  OF  THE  KNEE,  FOLLOWED    BY 
FALSE   JOINT. 

By  EDWARD  H.  BENNETT,  M.D.,  F.R.C.S. ; 

President  of  the  Royal  College  of  Surgeons  ; 
Professor  of  Surgery,  Trinity  College,  Dublin. 

[Read  in  the  Surgical  Section,  May  9,  1884.] 

At  one  of  the  earlier  meetings  of  the  Surgical  Section  of  the  Academy 
this  session  I  exhibited,  as  a  living  specimen,  a  little  girl,  aged  ten, 
whose  knee-joint  I  had  excised  in  the  autumn  of  1882. 

On  that  occasion  many  of  the  members  who  are  specially  in- 
terested in  the  operation  of  excision  of  the  knee  examined  the 
patient,  and  verified  the  facts  of  essential  importance  in  her  case. 
I  thought  it,  therefore,  unnecessary  to  again  present  the  patient 
to-night.  I  had  hoped  to  be  able  to  show  illustrations  of  the 
condition  of  her  limb  now,  but  circumstances  have  prevented  my 
obtaining  the  photographs  in  time  for  the  meeting ;  but  these  are 
unimportant  at  present,  for  many  members  have  examined  the 
case.  I  bring  the  subject  forward  now  only  to  elicit  the  opinions 
of  those  who  are  familiar  with  the  details  and  results  of  the  opera- 
tion on  the  peculiarities  which  it  presents. 

The  result  which  we  all  seek  to  obtain  in  excision  of  the  knee  is 
a  firm  osseous  ankylosis  of  the  tibia  and  femur,  a  condition  which 
of  necessity  entails  a  stiff  and  rigid  limb — a  limb  vastly  superior  to 
a  wooden  one,  but  yet,  by  its  inflexible  state,  offering  many  incon- 
veniences to  its  bearer. 

The  questions  I  desire  to  put  to  the  Section  are  these : — 

1st.  Are  we  right  in  adopting  the  rigid  rule  of  seeking  to  obtain 
in  all  cases  osseous  ankylosis  ? 

2nd.  Have  we  any  number  of  facts  which  will  help  to  the  selection 
of  cases  for  treatment  with  a  view  to  retainiii";  motion  at  the  knee  ? 
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In  putting  these  questions  I  disavow  any  credit  for  originality 
in  the  treatment  which  has  yielded  the  results  in  this  case.  I  freely 
confess  that  the  failure  in  it  of  osseous  ankylosis  was  hardly,  if  at 
all,  due  to  my  own  action,  which  was  at  first  directed  exclusively 
to  obtain  osseous  union  of  the  cut  bony  surfaces. 

My  share  in  the  production  of  the  result  amounted  simply  to  this — 
that,  seeing  I  had  failed  to  obtain  in  a  reasonable  time  the  fixed 
union,  having  had  a  single  previous  experience  of  the  same  kind,  I 
allowed  the  patient  that  amount  of  liberty  to  move  about  which  so 
largely  conduces  to  the  establishment  of  the  general  health,  rather 
than  risk  the  failure  of  the  general  health  by  an  over-anxious 
attempt  to  produce  bony  union  by  prolonged  rest. 

The  facts  of  the  case  are  briefly  these  :  — 

The  child,  a  girl,  is  now  ten  years  old,  in  excellent  health,  of  full 
size  for  her  age,  and  able  to  walk  and  run  freely  without  more  than 
a  trifling  halt.  She  can  stand  on  the  limb  from  which  the  knee- 
joint  was  freely  excised  without  any  other  support,  and  maintain 
the  position  many  minutes.  She  can  bend  the  limb  operated  on  at 
the  knee  so  far  that  the  axes  of  the  tibia  and  femur  at  extremest 
flexion  are  placed  at  an  angle  of  95° — a  shade  over  the  right  angle. 
The  leg  can  be  slightly  rotated  outwards  on  the  femur  when  grasped 
in  the  hand,  and  as  she  walks  or  runs  she  uses  this  power  of  rotation 
herself  to  prevent  the  toe  tripping  as  the  leg  is  advanced.  As  she 
stands  on  the  naked  feet,  or  in  her  boots,  which  have  soles  of  equal 
thickness,  her  pelvis  dips  to  compensate  for  the  lost  bone,  and  her 
spine  bends  internally  to  a  corresponding  degree,  but  there  is  no 
permanent  curve  of  the  spine.  A  book,  a  shade  less  than  an  inch 
thick,  placed  under  the  foot  of  the  affected  limb,  brings  the  pelvis 
level  and  the  spine  free  of  curve.  As  she  stands  erect  on  the 
affected  limb  the  femur  is  seen  to  project  over  the  head  of  the  tibia 
in  front,  while  its  posterior  surface  rests  on  this  bone  ;  all  traces  of 
the  wound  of  operation  and  of  the  antecedent  disease  are  healed. 
So  far  as  the  motions  of  the  joint  can  be  tested,  they  are  different 
from  the  healthy  side  only  in  being  more  limited  in  the  direction 
of  flexion,  more  free  in  that  of  rotation,  and  in  being  more  slowly 
executed.     She  declines  to  make  the  effort  to  hop  on  the  affected 
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limb,  but  sbe  can  go  up  and  down  stairs  unhindered  by  the  effect, 
contrasting  in  this  movement  markedly  with  persons  having  rigid 
knees. 

The  total  shortening  of  the  limb  is  an  inch,  measuring  from  the 
iliac  spine  to  the  inner  ankle. 

The  circumference  of  the  thigh  is  an  inch  less  than  on  the 
opposite  side,  and  the  leg  is  slightly  smaller  than  its  fellow,  but 
indeed  the  contrast  is  increased  by  the  unaffected  limb  being 
hypertrophic  quite  as  much  as  by  the  defect  of  the  side  operated  on. 

The  history  of  the  case  is  this : — In  infancy  the  child  was 
observed  to  have  some  defect  of  the  knee,  and  when  two  or  three 
years  old  the  knee  became  bent,  and  matter  discharged  from 
several  points  about  the  knee.  These  openings  after  a  time  closed, 
and  the  limb  remained  stiff  and  bent  at  an  obtuse  angle.  When 
she  was  aged  about  seven  and  a  half  years  she  was  obliged  again 
to  walk  with  a  stick,  having  been  able  for  some  considerable  time 
to  limp  about  without  help.  In  September,  1882,  when  she  was 
just  eight  years  old,  I  first  saw  her,  walking  with  a  stick  with 
difficulty,  and  with  a  deformed  and  swollen  limb.  There  was  no 
opening  over  the  joint,  but  the  old  cicatrices  were  evident,  and 
threatened  to  re-open.  The  femur  presented  slight  increase  of 
length  and  slight  curving  near  the  diseased  joint — the  condition  so 
well  described  by  Volkmann  as  the  result  of  chronic  disease  of  the 
joint  in  childhood.  I  excised  the  joint  in  the  ordinary  way, 
treating  the  case  antiseptically.  The  bones  were  so  soft,  the  tibia 
particularly,  that  I  had  to  take  away  more  than  was  necessary  for 
the  rectification  of  the  limb.  The  surfaces,  when  cut  as  far  as  I 
thought  necessary,  came  together,  I  may  say,  too  easily,  and  I  had 
more  difficulty  in  retaining  them  adjusted  than  in  reducing  them 
into  place.  I  saw,  but  did  not  remove,  the  epiphysary  line  of  the 
femur. 

Put  up  in  plaster-of-Paris,  the  limb  remained  at  rest,  with 
infrequent  dressings,  for  over  six  weeks.  The  wound,  except 
where  the  drainage  tubes  passed  out,  was  healed,  but  a  slight 
discharge  continued,  and  the  bones  seemed  disinclined  to  unite. 

The   child's  general  health  was  poor  when  I  operated,  and  she 
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was  very  thin.  She  improved  in  the  first  few  weeks  of  the  after- 
treatment,  but  she  ceased  to  gain  ground,  and  the  condition  of 
the  limb,  with  open  sinus  and  imperfect  union  of  the  bones,  made 
me  fear  for  the  ultimate  result.  I  therefore  allowed  her  to  be 
out  of  bed  with  at  first  a  plaster  bandage  on  the  limb,  and  after  a 
time  with  a  leather  case.  Her  health  slowly  improved,  and  at  last 
the  sinus  closed,  when  she  left  the  hospital,  after  a  treatment 
occupying  in  all  seven  months.  It  is  now  over  a  year  since  her 
exit,  and  her  condition  appears  to  be  permanent.  She  has  given 
up  the  leather  case  for  some  months,  as  she  felt  no  need  of  it,  and 
it  impeded  her  movements. 

Some  three  years  ago,  I  operated  on  a  case  somewhat  similar  in 
its  characters,  except  that  the  patient  was  a  woman  nearly  thirty 
years  of  age.  In  her  case  much  bone  had  to  be  removed,  and  the 
adjustment  was  effected  without  any  difficulty — as  I  have  said 
above,  with  too  great  facility.  The  bones  failed  at  first  to  unite, 
and  the  patient  could  move  about,  slightly  flexing  the  knee,  and 
so  left  hospital.  Seeing  her  nearly  a  year  after  in  the  North  of 
Ireland,  I  found  that  motion  still  persisted,  and  the  knee  could  be 
slightly  bent.  I  saw  this  patient  again  last  summer,  and  I  was 
surprised  to  find  that  the  power  of  motion,  voluntary  or  passive, 
between  the  bones  had  disappeared,  and,  as  far  as  I  could  judge, 
osseous  union  had  taken  place.  All  this  time  the  wounds  were 
healed.  It  is  necessary  therefore  to  allow  a  long  interval  to  follow 
after  the  operation  before  one  can  feel  certain  that  the  condition  is 
permanent;  but  I  am  satisfied  that  in  the  little  girl's  case  I  have 
recorded  the  motion  will  remain,  and,  if  anything,  increase  in  its 
range.  The  circumstance  which  appears  to  cause  this  failure  of 
ossific  union  is  the  removal  of  such  an  amount  of  bone  as  renders 
the  apposition  of  the  cut  surfaces  less  close  than  in  ordinary  cases. 
If  this  condition  be  combined  by  an  early  passive  motion  of  the 
parts,  fibrous  union  results. 

The  result  in  my  case  is  such  as  fairly  to  raise  the  question 
whether  the  rigid  limb  is  always  to  be  sought  for,  seeing  that  such 
excellent  results  may  be  obtained  in  a  limb  retaining  the  power  of 
flexion  to  a  moderate  degree. 


ACUTE  TRAUMATIC  TETANUS. 
By    D.    EDGAR    FLINN,    L.R.C.S.;    M.K.Q.C.P.; 

Surgeon  to  St.  Michael's  Hospital,  Kingstown,  Co.  Dublin. 

[Read  in  the  Surgical  Section,  May  9,  1884.] 

The  subject  on  which  I  have  the  honour  to  address  this  Section 
to-night  is  one  possessing  much  interest,  and  affords  a  wide  field  for 
our  instruction  and  thought.  I  believe  I  am  correct  in  saying  that 
there  is  no  disease  that  has  proved  so  intractable  to  treatment  as 
tetanus,  and  it  has  long  been  a  subject  of  intense  interest  and 
consideration  to  discover  what  will  relieve  an  unfortunate  sufferer 
from  this  terrible  affection,  and  offer  some  hopes  of  recovery. 

Our  predecessors  appear  to  have  been  helpless  in  being  able  to 
afford  relief,  and  even  in  the  present  advanced  state  of  surgical 
science  it  is  generally  admitted  that,  though  cures  may  be  established 
in  chronic  cases,  the  acute  disease  nearly  always  proves  fatal. 

Ilennen  remarks : — "  Happy  should  I  be  could  I  afford  anything 
satisfactory  on  this  dreadful  complaint,  but,  in  truth,  my  observa- 
tions have  tended  more  to  show  me  what  I  could  not  trust  to  than 
what  I  could  place  the  smallest  reliance  on  when  the  disease  was 
fully  formed."  Compare  these  remarks,  written  fifty-five  years 
ago,  with  what  Mr.  Erichsen  now  says  : — "  Nothing  can  be  more 
unsatisfactory  than  the  treatment  of  the  acute  form  of  traumatic 
tetanus.  In  it  all  medicines  are  useless  as  curative  agents  ;  but, 
though  medicines  are  of  no  avail  as  mean3  of  cure,  they  may  act  as 
palliatives,  and  afford  relief  to  the  patient." 

Tetanus  seems  to  be  a  far  more  frequent  disease  in  hot  than  in 
temperate  climates,  and,  as  we  are  aware,  it  may  supervene  on 
every  description,  and  in  every  stage,  of  wounds,  from  the  slighte.-t 
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to  the  most  formidable,  in  the  healthy  and  sloughing  wound,  the 
incised  and  lacerated,  the  most  simple  and  the  most  complicated — 
in  fine,  in  all  constitutions,  the  strong  and  robust,  and  the  feeble 
and  debilitated.  Two  varieties  of  tetanus  are  generally  described 
by  writers — the  idiopathic  and  traumatic ;  but  my  remarks  will 
deal  with  the  latter  form  of  the  disease — viz.,  the  traumatic. 

Hamilton  divides  the  causes  of  traumatic  tetanus  into  pre- 
disposing and  exciting — the  predisposing  being  mental  depression, 
climacteric  influences,  such  as  excessive  heat,  sudden  vicissitudes  of 
weather,  an  irritable  temperament,  physical  exhaustion,  disorder 
of  the  stomach  and  bowels  ;  the  exciting  causes  being  wounds, 
especially  compound  fractures,  in  which  spicula;  of  bone  press  upon 
nerve  trunks,  wounds  accompanied  with  unhealthy  suppuration, 
laceration,  contusion,  and  partial  division  or  ligature  of  a  nerve. 
Longmore  was  of  opinion  that  the  most  common  cause  of  tetanus 
was  due  to  local  injuries  to  nerves,  producing  irritation  along  their 
course,  and  so  leading  to  some  morbid  condition  of  the  ganglionic 
portion  of  the  motor  tracts  of  the  spinal  cord.  The  duration  of 
the  disease  is  very  variable;  the  shortest  case  on  record,  I  believe, 
is  one  observed  by  Professor  Robinson,  of  Edinburgh,  the  patient 
being  a  negro  waiter,  who  cut  his  finger  with  a  piece  of  broken 
china,  and  was  immediately  seized  with  tetanus,  and  died  within 
fifteen  minutes.  Mr.  Poland  quotes  a  case  in  which  death  took  place 
in  five  hours,  and  Mr.  Curling  reports  a  case  that  died  in  nine- 
teen hours.  Instances  in  which  tetanus  has  been  prolonged  to  a 
lengthened  period  are  not  uncommon.  Hennen  reports  a  case  in 
which  tetanus  lasted  six  weeks,  and  then  the  patient  died  of  another 
disease.  He  reports  another  case  in  which  it  lasted  seven  weeks, 
and  ended  in  recovery. 

In  eighty-one  cases  collected  by  Mr.  Curling,  the  disease  began 
between  the  fourth  and  fourteenth  days,  both  inclusive,  and  in 
nineteen  cases  on  the  tenth  day;  the  average  period  of  duration  in 
fatal  cases  is  usually  from  the  third  to  the  sixth  day. 

Tetanus  is  unquestionably  one  of  the  most  fatal  of  maladies,  and 
there  is  scarcely  a  sedative  or  stimulant  remedy  in  the  Pharma- 
copeia which   has  not  been  employed   and  recommended   in   the 
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■  treatment  of  the  disease.  Dr.  O'Beirne,  in  the  "  Dublin  Hospital 
Reports,"  states  that  he  witnessed  two  hundred  cases  without  a 
single  recovery.  M'Leod,  in  his  "  Notes  on  the  Surgery  of  the 
War  in  the  Crimea,"  has  collected  and  analysed  twenty-three  cases 
which  occurred  in  the  British  army  during  the  Crimean  War,  of 
which  but  one  recovered  ;  and  Hamilton,  of  New  York,  has  observed 
eighteen  cases,  of  which  three  recovered. 

The  post-mortem  examination  of  patients  who  have  died  of  tetanus 
have,  up  to  a  comparatively  late  period,  been  very  unsatisfactory. 
Wedl  found  increased  redness  of  a  portion  of  spinal  cord.  Roki- 
tansky  found  a  proliferation  of  connective  tissue.  Curling  declared 
that  serous  effusion,  with  increased  vascularity,  was  generally 
observed  in  the  membranes  investing  the  medulla  spinalis.  But  in 
1864  Dr.  Lockhart  Clarke,  after  a  minute  and  careful  examination 
of  the  spinal  cords  of  six  persons  who  had  died  of  tetanus,  found 
as  the  uniform  result,  an  abnormally  enlarged  condition  of  the 
blood-vessels  throughout  the  grey  matter,  and  granular  disintegra- 
tion of  the  nerve  tissue.  Subsequent  to  this,  Dickinson  published 
some  observations  he  had  made,  and  stated  that  he  found  decided 
enlargement  of  the  blood-vessels  throughout  the  grey  substance  of 
the  cord,  rupture  of  the  blood-vessels  in  many  places,  and  granular 
disintegration. 

During  the  past  year  and  a-half  three  cases  of  traumatic  tetanus 
have  come  under  my  notice  in  the  hospital  to  which  I  am  attached ; 
and  I  thought  it  incumbent  on  me  to  place  on  the  records  of  the 
Academy  of  Medicine  in  Ireland  the  results  of  these  cases,  having 
special  reference  to  the  one  of  recovery,  which  presented  some 
unusual  and  interesting  symptoms  : — 

Case  I. — P.  R.,  aged  fifty-three,  by  occupation  a  labourer,  sus- 
tained a  severe  injury  to  the  middle  and  ring  fingers  of  his  right  hand, 
on  November  7,  1883.  He  was  carrying  a  large  stone  flag  through 
George's-street,  Kingstown,  and,  when  crossing  the  tramway  rails, 
he  slipped,  falling  heavily,  the  entire  weight  of  the  stone  coming 
on  his  fingers,  and  crushing  them  severely.  He  at  once  went  to 
St.  Michael's  Hospital,  where  his  injuries  were  attended  to  by  Dr. 
M'Ginty,  our  resident  surgeon,  who  was  unremitting  in  his  care 
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and  attention  to  the  patient  from  the  time  of  his  admission  to 
hospital,  and  to  whom  I  am  indebted  for  some  of  the  notes  of  the 
case.  The  man  could  not  be  persuaded  to  remain  an  in-patient, 
and  having  had  the  fingers  carefully  dressed,  been  given  a  purga- 
tive, and  strictly  enjoined  to  keep  perfectly  quiet,  he  left  the 
hospital.  He  seemed  very  nervous,  and  had  a  most  anxious 
countenance.  He  attended  the  out-door  dispensary  for  a  few  days, 
his  wounds  being  carefully  dressed  in  the  meantime,  and  on  the 
morning  of  the  fifth  day  after  receipt  of  the  accident,  he  complained 
to  the  resident  surgeon  of  stiffness  in  the  muscles  of  the  neck  and 
dryness  of  throat.  On  examining  the  wounds,  they  looked  clean 
but  irritable.  He  still  felt  disinclined  to  come  into  hospital, 
although  warned  of  the  danger  he  was  incurring,  and  on  the 
morning  of  the  ninth  day,  on  awakening,  he  found  the  muscles  of 
his  neck  and  jaw  very  considerably  stiffer  and  rigid,  felt  a  difficulty 
in  opening  his  mouth,  had  a  great  deal  of  pain  in  his  back,  and  was 
unable  to  make  any  great  effort  to  swallow.  He  was  at  once 
admitted  to  hospital,  and  expressed  deep  regret  that  he  bad  not 
remained  an  in-patient,  as  advised  on  the  day  of  the  accident.  I 
saw  him  on  the  morning  of  his  admission,  and  he  then  showed  all 
the  symptoms  of  incipient  traumatic  tetanus.  He  complained  of  a 
feeling  of  pain  in  the  epigastric  region  ;  he  bore  an  anxious  coun- 
tenance, was  perspiring  freely ;  his  jaws  were  rigid,  and  his  teeth 
could  not  be  separated  wider  than  what  would  admit  the  flat  part  of 
a  spoon  ;  he  was  mentally  and  physically  depressed,  had  a  weak 
pulse,  and  a  general  feeling  of  malaise.  I  made  an  examination  of 
the  injured  fingers,  and  found  the  middle  finger  swollen  and  tense, 
extremely  painful  to  the  touch,  and  a  slight  discharge  of  pus  from 
the  wound ;  the  wound  of  the  index  finger  was  nearly  healed  ;  he 
complained  of  excruciating,  and  what  I  might  call  exquisite,  pain, 
whenever  the  middle  finger  was  touched,  and  the  natural  inference 
was  that  the  great  pain  was  due  to  some  portion  of  the  crushed 
phalanges,  which  might  have  become  carious,  or  that  some  spicule 
of  bone  might  be  pressing  on  some  nerve  filaments.  On  examina- 
tion it  was  found  that  the  bone  was  sound.  The  fingers  were 
poulticed  with  linseed  meal,  laudanum  being  freely  poured  over  the 
surface  of  the  poultice.  This  gave  some  temporary  relief,  and  the 
patient  was  put  on  the  following  treatment  :  —  He  was  given 
cannabis  inclica,  in  half-grain  doses,  every  second  hour,  and  hypo- 
dermic injections  of  morphia,  £  of  a  grain,  four  times  a  day. 
Finding  that  the  bowels  would  not  respond  to  the  action  of  strong 
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purgatives,  he  was  ordered  enemata  of  castor-oil  and  assafoetida. 
The  discharge  from  the  bowels  was  perfectly  white,  very  foetid,  and 
a  perfect  cast  of  the  intestines.  An  ice-bag  was  applied  to  the 
spinal  column,  and  fluid  nourishment  was  introduced  as  well  as 
could  be  through  the  nearly-closed  teeth.  The  temperature  during 
the  first  week  always  kept  between  100°  and  102°,  and  seemed  to 
be  altogether  dependent  on,  and  under  control  of,  the  spasms.  The 
skin  acted  most  profusely,  so  much  so  that  the  quilt  that  covered 
the  other  bed-clothing  was  sometimes  saturated  with  perspiration. 
Several  times  the  patient  was  on  the  point  of  dying  from  exhaus- 
tion ;  his  voice  was  completely  lost,  and  occasionally  his  appearance 
was  cyanotic  from  spasm  of  larynx.  Inhalations  of  nitrite  of  amyl 
afforded  him  great  relief  when  this  occurred.  On  the  fourth  day, 
in  consequence  of  his  not  gaining  sufficient  sleep,  he  was  ordered 
the  following  mixture  : — 

$.         Potass,  bromid,      .         .         .         .     3  iv. 

Hydrat.  chloral,     .  .         .  .3  iss. 

Tinct.  aconit,  .         .         .         .     3  ss. 

Syrup  aurant,  .         .         .         .     §  i. 

Aq.  ad.  .  .         .         .  .     5  vi. 

One  tablespoonful  was  given  every  third  hour,  and  this  mixture 
was  steadily  persevered  in  and  regularly  administered  during  the 
remainder  of  his  illness,  in  addition  to  the  former  remedies.  On 
the  fifth  day  recourse  was  had  to  nutrient  enemata,  composed  of 
brandy,  beef-tea,  and  a  little  opium,  with  very  good  effect,  the 
muscles  of  the  abdomen  continuing  rigidly  contracted.  Frequently 
the  muscular  spasms  were  very  violent,  and  came  on  at  irregular 
intervals,  the  body  being  generally  in  the  form  known  as  opis- 
thotonos. 

At  the  end  of  the  second  week  the  patient  showed  signs  of 
recovery,  the  muscles  of  the  jaws  becoming  slightly  relaxed,  aud 
quiet  sleep  being  more  frequently  induced,  the  spasms  becoming 
weaker  and  the  perspiration  less.  The  fourth  week  found  the  spasms 
completely  disappeared,  though  rigidity  of  all  the  muscles  of  the 
body  still  continued,  and  motor  power  was  impossible.  The  patient 
gradually  continued  to  improve,  and  was  discharged  on  the  24th  of 
December,  1883,  having  been  a  little  over  six  weeks  in  hospital. 
The  man  is  yet  very  weak,  and  frequently  complains  of  pain  in  the 
back,  extending  from  the  nucha  to  the  first  dorsal  vertebra,  and 
occasionally  feels  the  muscles  of  his  neck  rigid  and  stiff,  so  much  so 
that  he    has    great  difficulty,  he  states,  in  bending  his  head.     I 


254  Acute    Traumatic    Tetanus. 

omitted  to  mention  that  on  two  occasions  the  temperature  reached 
104°,  and  very  frequently  during  the  progress  of  the  disease  there 
was  retention  of  urine,  necessitating  the  passing  of  a  cathether. 
The  wounds  in  the  fingers  healed  up  very  slowly,  and  were  tender 
to  the  touch  for  some  time  after. 

Case  II. — The  second  case  of  traumatic  tetanus  which  came  under 
my  notice  was  that  of  a  railway  porter,  who  had  the  toes  of  his  left 
foot  badly  crushed  in  a  railway  accident  at  Dalkey.  This  patient 
died  from  tetanus  on  the  ninth  day,  four  of  the  toes  having  been 
amputated  by  me  on  the  day  of  his  admission  to  hospital. 

Case  III. — The  third  case  was  that  of  a  girl,  J.  R.,  aged  twenty- 
six,  who  fell  under  the  train  while  it  was  in  motion  at  Kingstown 
Railway  Station,  on  the  second  night  of  the  Regatta  last  July,  and 
sustained  very  serious  injuries  to  the  right  thigh.  In  my  absence 
Dr.  Boyd  amputated  the  limb  at  the  upper  third,  and  the  patient 
was  progressing  most  favourably  until  the  morning  of  the  twelfth 
day,  when  symptoms  of  tetanus  presented  themselves,  and  all  the 
usual  remedies  having  been  given  a  trial  and  failed,  Dr.  Boyd,  as  a 
last  resource,  decided  to  stretch  the  great  sciatic  nerve,  but  it  was 
of  no  avail,  the  patient  dying  from  exhaustion  in  twenty-four  hours 
afterwards.  I  might  mention  that  the  stretching  of  the  sciatic 
nerve  did  not  appear  to  have  any  modifying  influence  on  the  tetanic 
spasms. 

Nerve-stretching  in  tetanus  has  been  recommended  frequently  of 
late  years.  The  idea  is  to  destroy  the  conductivity  of  the  trunk 
nerve,  so  as  to  cut  the  spinal  cord  off  from  its  communication  with 
the  peripheral  nerves  at  the  seat  of  injury,  but  I  cannot  help  thinking 
that  a  very  severe  shock  or  irritation  is  likely  to  be  excited  by  the 
nerve-stretching  itself,  and  that  a  new  and  great  disturbance  of  the 
same  nerve  channel  may  be  made  at  a  spot  much  nearer  the  spinal 
centre. 

In  conclusion,  I  shall  be  glad  indeed  if,  by  bringing  this  formid- 
able disease  under  the  notice  of  the  Academy  of  Medicine,  I  shall 
have  elicited  the  valuable  opinions  of  some  of  the  senior  members 
of  my  profession,  and  thus  aid  in  affording  a  modicum  of  help 
to  the  unfortunate  sufferer  from  this  withering  and  intractable 
disease. 
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Under  a  similar  title  my  colleague,  Dr.  Stack,  read  a  paper  before 
the  Academy  last  year.  In  his  paper  Dr.  Stack  gave  such  an 
excellent  resume  of  the  literature  of  the  subject  as  to  render  it 
quite  unnecessary  for  me  to  refer  to  it.  What  I  propose  to  do  this 
evening  is  to  bring  under  your  notice  those  cases  in  which  I  have 
replanted  or  transplanted  teeth.  I  do  so,  as  the  operation  is  not 
yet  viewed  by  the  majority  of  the  speciality  to  which  I  .belong, 
with  that  favour  which  I  think  it  deserves ;  also,  I  hold  that  all 
experiences  of  a  comparatively  modern  operation,  whether  of 
success  or  failure,  ought  to  be  carefully  recorded,  in  order  to  guide 
us  in  future  as  to  the  best  method  of  performing  it,  and  as  to  the 
cases  in  which  it  should  be  undertaken. 

All  the  cases  reported  in  this  paper,  with  one  exception,  are  to 
be  found  in  the  table  given  at  the  end  of  Dr.  Stack's  paper  (the 
table  being  compiled  from  cases  which  occurred  in  Dr.  Stack's 
practice  and  my  own)  which  was  published  in  the  "  Transactions 
of  the  Academy  of  Medicine"  last  year ;  what  I  have  to  add  is  a 
further  history  of  their  success  or  failure. 

Case  I. — K.  D.,  female,  aged  thirty  ;  had  alveolar  abscess  with 
absorption  of  the  outer  wall  of  the  socket,  in  connexion  with  the  left 
lower  molar.  She  wished  to  have  the  tooth  removed,  but  I  persuaded 
her  to  allow  me  to  replant  it.  I  pared  away  the  diseased  cementum, 
filled  the  roots  with  oxychloride  of  zinc,  the  crown  with  oxy- 
phosphate  of  zinc,  and  returned  the  tooth  to  its  socket  after  1 J  hours' 
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absence,  the  result,  considering  the  state  of  the  alveolar  wall,  was  a 
success.  About  two  and  a  half  years  afterwards,  at  the  beginning 
of  a  first  pregnancy,  the  patient  had  some  trouble  about  the  root  of 
the  tooth,  and  as  I  was  absent  from  town  she  consulted  another 
practitioner  who  removed  the  tooth. 

Case  II. — M.  R.,  female,  aged  thirty ;  had  inflammation  of 
alveolo-dental  membrane  round  left  upper  second  bicuspid.  I  filled 
both  roots  with  oxychloride  of  zinc,  the  pulp  chamber  with  gutta 
percha,  and  the  distal  surface  of  the  crown  with  cohesive  gold ; 
I  filed  grooves  on  the  roots  for  drainage,  and  returned  the  tooth  to 
its  socket  after  two  hours'  absence.  The  course  of  recovery  was 
complicated  by  some  small  alveolar  necrosis.  Eight  months  after- 
wards I  removed  it  again,  as  I  attributed  some  painful  symptoms 
to  exostosis.  I  removed  the  new  deposit  from  the  root  and  replaced 
the  tooth,  it  having  been  out  of  the  socket  for  three  minutes.  The 
tooth  has  now  been  in  the  head  over  three  years,  and  is  perfectly 
firm  and  useful.  It  is  slightly  elongated  from  having  no  antagonist. 
There  are  slight  uneasy  symptoms  about  it  occasionally,  which  also 
occur  in  other  teeth  in  the  patient's  head  in  which  the  pulp  is 
devitalised. 

Case  III. — F.  B.,  male,  aged  twenty-five;  had  obstinate  suppura- 
tion of  alveolo-dental  membrane  of  the  left  lower  second  molar.  I 
filled  the  roots  with  oxychloride  of  zinc,  and  crown  with  amalgam, 
and  returned  the  tooth  to  its  socket  after  an  hour  and  a  half.  This 
tooth  presented  the  abnormality  of  three  roots.  It  is  now  a  year 
and  a  half  in  his  head,  and  is  as  firm  as  a  rock  and  perfectly  useful. 

Case  IV. — A.  H.,  male,  aged  twenty-one  ;  had  chronic  alveolar 
abscess  of  left  lower  second  bicuspid.  I  extracted  it,  pared  the  root, 
filled  the  crown  and  tip  of  root  with  amalgam,  and  filled  the 
root  with  creasote  and  iodoform,  and  returned  the  tooth  to  its 
socket  after  fifteen  minutes.  It  is  now  a  year  and  three  months 
since  the  operation,  and  on  seeing  him  the  other  day  neither  of  us 
could  be  quite  sure  which  was  the  replanted  tooth  until  I  referred 
to  my  notes.  I  need  hardly  add  that  the  tooth  is  perfectly  firm  and 
useful. 

Case  V. — L.  W.,  female,  aged  sixteen  ;  had  an  exposed  pulp  in 
an  otherwise  healthy  left  lower  second  bicuspid.  I  filled  the  root 
with  creasote  and  iodoform,  the  tip  of  the  root  and  crown  with 
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amalgam.  The  tooth  was  out  of  the  head  twenty  minutes.  This 
case  could  not  be  regarded  as  in  any  degree  successful,  there  being 
trouble  about  the  root  more  or  less  till  I  removed  the  tooth  at  the 
end  of  eleven  months.  It  is  only  fair  to  add  that  the  patient  had 
over-read  herself  for  some  examinations,  and  was  much  below 
average  health  in  consequence. 

Case  VI. — M.  C,  female,  aged  nineteen ;  had  chronic  alveolar 
abscess,  with  necrosis  of  alveolus  in  connexion  with  right  upper 
central.  I  filled  crown  and  tip  of  root  with  amalgam  ;  root  with 
creasote  and  iodoform  ;  returned  the  tooth  at  the  end  of  fifteen 
minutes,  making  free  incision  into  the  abscess.  This  operation 
was  unsuccessful  from  the  beginning,  and,  although  the  tooth  at 
times  improved,  and  got  firmer  under  frequent  syringing  of  the 
abscess  with  carbolic  lotion,  I  was  obliged  to  remove  it  at  the  end 
of  about  twelve  months.  Owing  to  the  necrosed  condition  of  the 
socket,  I  do  not  think  there  was  ever  true  union  of  the  alveolo- 
dental  membrane. 

Case  VII. — A.  S.,  female,  aged  eighteen.  In  this  case  the  right 
upper  lateral  was  knocked  out  by  a  carriage  accident.  The  tooth 
was  replaced  in  its  socket  after  an  absence  of  five  hours  without 
any  treatment  of  the  pulp  or  root ;  four  years  afterwards  I  had  to 
treat  the  root  for  slight  gumboil.  It  yielded  readily  to  antiseptic 
treatment,  and  has  not  since  recurred.  It  is  nearly  seven  years 
since  the  accident.     The  tooth  is  quite  firm  and  useful. 

Case  VIII. — This  case  is  sufficiently  interesting,  I  think,  to 
justify  my  inflicting  the  details  of  it  on  you.  A.  J.  B.,  female, 
aged  twenty-two.  About  three  years  ago  she  met  with  a  carriage 
accident  in  which  she  cut  her  face,  suffered  from  slight  concussion, 
and  received  a  blow  on  the  left  upper  front  teeth.  Since  then  she 
was  never  quite  free  from  an  abscess  on  the  left  side  of  the  palate, 
which  used  to  discharge  in  front  by  the  neck  of  the  left  central 
incisor.  This  had  gradually  been  getting  worse,  and  she  had  fre- 
quently been  confined  to  bed  by  it.  The  abscess  never  quite  went 
away,  and  used  to  swell  up  once  a  fortnight.  She  had  a  very  bad 
attack  last  December,  when  she  was  in  bed  for  ten  days.  Her 
medical  attendant  in  the  country  recommended  her  to  seek  special 
advice  for  it. 

When  I  saw  her  there  was  a  swelling  in  the  hard  palate  nearly 
the  size  of  an  egg,  which  impeded  her  articulation  considerably. 

R 
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The  left  central  incisor  had  evidently  a  dead  pulp,  and  was  of 
dark  colour.  To  this  tooth  I  attributed  the  abscess.  I  recom- 
mended replantation  as  the  only  means  of  saving  the  tooth,  and, 
with  the  patient's  consent,  proceeded  as  follows  : — I  extracted  the 
tooth  which  was  firmly  implanted,  held  it  in  a  small  piece  of  rubber 
dam,  moistened  with  a  2^  per  cent,  solution  of  carbolic  acid  ir 
warm  water,  and,  as  there  was  no  caries  of  the  crown,  I  drilled  in 
at  the  lingual  side  of  the  tooth  ;  cleared  out  the  putrid  contents  of 
the  pulp  chamber,  syringing  freely  with  carbolic  lotion.  I  then 
dried  the  interior  of  the  tooth,  filled  it  with  oxychloride  of  zinc, 
filled  the  counter-sunk  apex  of  the  root  and  the  cavity  at  lingual 
surface  with  Sullivan's  cement.8,  I  also  rounded  and  smoothed  the 
roughened  apex  of  root  which  was  much  shortened  by  the  chronic 
abscess. 

I  made  a  free  incision  into  the  abscess  in  the  palate  about  an 
inch  and  a  quarter  long,  parallel  to  the  artery.  I  may  mention 
that  on  the  extraction  of  the  tooth  pus  gushed  out  through  its 
socket.  I  syringed  out  the  abscess  with  carbolic  lotion,  and  was 
able  to  pass  a  probe  from  the  socket  into  the  palate.  I  returned  the 
tooth  to  its  socket  after  half  an  hour's  absence,  ligaturing  it  firmly 
to  the  lateral  and  central.  I  plugged  the  cavity  in  the  palate  with 
cotton  wool,  and  ordered  hot  stupes  and  saline  purgative.  It  was 
impossible  to  give  an  anaesthetic  for  the  operation  for  various 
reasons  ;  however,  the  patient  stood  it  splendidly,  and  suffered  no  pain 
on  the  replacing  of  the  tooth.  I  gave  a  very  unfavourable  prognosis 
owing  to  the  shortness  of  the  root,  and  the  length  of  time  the 
abscess  had  been  existing  (nearly  three  years). 

I  saw  the  patient  at  her  own  house  the  next  two  days,  as  she 
was  unable  to  leave  her  room.  I  removed  the  plug  of  cotton  from 
the  palate,  and  syringed  with  carbolic  lotion.  The  patient  then 
came  to  me  every  day,  and  had  the  cavity  in  the  palate  syringed  out. 

There  was  some  slight  swelling  and  discharge  behind  the  tooth, 
close  by  the  neck,  which  ceased  with  the  exfoliation  of  a  bit  of 
necrosed  alveolus. 

At  the  end  of  a  fortnight  the  tooth  was  perfectly  firm  and  much 
improved  in  colour  by  the  operation.  At  the  end  of  the  third 
week  all  discharge  had  ceased,  and  the  opening  in  the  palate  nearly 
closed. 

a  At  a  future  period  I  hope  to  substitute  gold  for  the  amalgam  filling  on  the 
lingual  surface. 


By  Dr.  A.  W.  W.  Baker.  259 

It  is  now  close  on  six  months  since  the  operation  was  performed ; 
the  tooth  is  perfectly  firm,  of  an  excellent  colour  compared  with 
what  it  was,  and  she  has  had  no  return  of  the  ahscess,  from  which 
she  was  never  free  for  three  years  before  the  operation. 

The  reasons  for  which  I  undertook  the  operation  were  these  : — 
Failure  in  treating  a  previous  case  of  chronic  abscess  through  the 
tooth,  owing  to  necrosed  tip  of  root  and  necrosis  of  alveolus  ;  Dr. 
Stack's  success  in  treating  a  very  bad  acute  abscess  by  replanta- 
tion ;  the  excellent  state  of  health  in  which  my  patient  appeared 
to  be  at  the  time  of  the  operation ;  also,  the  patient  possessing  an 
almost  perfect  set  of  teeth,  I  was  anxious  not  to  allow  her  to 
begin  artificial  teeth  before  that  could  be  avoided. 

Case  IX. — M.  M'B.,  female,  aged  twenty-two.  Removed  left 
upper  lateral ;  the  root  evidently  had  old  standing  abscess  about 
it.  I  transplanted  into  it  at  once,  with  the  consent  of  both  patients, 
a  healthy  right  upper  lateral  from  a  boy  (T.  K.,  aged  eleven) 
without  treating  the  pulp  chamber ;  the  tooth  was  never  very 
comfortable,  and  eventually  the  patient  requested  me  to  remove  it, 
after  retaining  it  for  nearly  twelve  months. 

This  was  simply  regarded  as  a  test  case,  and  was  not  done  in 
the  manner  in  which  Dr.  Stack  and  I  think  the  operation  ou°-ht 
to  be  performed — viz.,  by  removing  the  contents  of  the  pulp 
chamber,  and  proceeding  as  in  the  operation  for  replantation. 
This  case  fully  bears  out  the  opinions  expressed  by  Dr.  Stack  in 
his  paper  of  last  year — viz.,  "  You  are  much  more  likely  to  obtain 
union  where  the  transplanted  tooth  is  smaller  than  the  socket  into 
which  the  tooth  is  transplanted  " — the  tooth  in  this  case  being  a 
shade  large  for  the  socket ;  also  that  the  method  of  retention  in 
these  cases — i.e.,  where  the  pulp  is  dead,  is  by  the  dovetailing  of 
living  tissue  into  grooves  absorbed  in  the  scion  tooth. 

I  have  not  included  those  cases  which  Dr.  Stack  and  I  tried  in 
certain  cases  of  irregularity,  where  the  tooth  was  replanted  prior 
to  its  final  removal,  in  order  to  determine,  if  possible,  under  what 
conditions  the  pulp  would  live  in  a  replanted  tooth. 

Of  the  eight  cases  of  replantation  five  have  been  undoubtedly 
successful,  for  although  the  last  case  I  related  has  only  been  done 
a  short  time,  still  the  absence  of  all  unfavourable  symptoms  from 
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the  very  commencement,  and  the  rapid  manner  in  Avhich  the  tooth 
became  firm,  notwithstanding  its  short  root,  leads  me  to  take  a 
very  favourable  view  of  the  case.  Of  the  three  cases  that  failed 
one  was  scarcely  a  failure,  inasmuch  as  it  was  retained  for  two 
and  a  half  years,  and  then  was  parted  with,  I  believe,  as  the 
patient  entered  on  a  pregnancy. 

In  the  case  in  which  I  replanted  a  lower  bicuspid  in  a  youn° 
girl  of  sixteen,  which  was  removed  at  the  end  of  eleven  months. 
it  is  difficult  to  say  what  the  cause  of  failure  was.  The  tooth  was 
replaced  in  a  much  shorter  time  than  in  those  cases  that  were 
successful.  There  was  much  greater  mechanical  injury  to  the 
root  membrane  in  many  of  the  successful  cases  than  in  this.  The 
only  chemical  agent  that  could  have  caused  mischief — the  oxy- 
chloride  of  zinc — was  not  used  in  this  case,  but  in  some  of  the 
cases  that  did  well.  The  strong  carbolic  acid,  which  Dr.  Stack 
in  his  paper  very  properly  condemns,  was  not  used  in  any  of  my 
cases.  The  solution  I  used  was  never  above  2^  per  cent.,  and 
more  frequently  under  that  strength.  It  is  true  I  did  not  attempl 
to  keep  the  tooth  at  rest ;  but  then  only  one  of  my  successful  cases 
was  kept  at  rest.  In  this  case  there  was  no  previous  disease  in 
the  socket,  such  as  necrosis  of  alveolus,  to  which  I  attribute  the 
other  failure — namely,  the  case  in  which  I  replanted  an  uppei 
central  incisor  in  a  female  aged  nineteen.  The  only  other  cause 
of  failure  that  I  can  suggest  is  that  the  girl  had  over-read  hersell 
for  an  examination,  and  was  below  average  health  in  consequence. 
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INDUCTION  OF  PREMATURE  LABOUR,  ILLUS- 
TRATED BY  THREE  SUCCESSFUL  CASES. 

By  R.  D.  PUREFOY,  M.D.,  F.R.C.S. ; 

Obstetric  Surgeon  to  the  Adelaide  Hospital. 

[Read  in  the  Obstetrical  Section,  November  23,  1883.] 

It  is  only  within  the  last  few  years  that  the  induction  of  premature 
labour  has  been  accorded  the  prominent  position  amongst  the 
conservative  obstetric  operations  to  which  its  importance  justly 
entitles  it,  and  English  obstetricians  are  fully  justified  in  claiming 
a  large  share  of  credit  for  this  important  advance.  However,  in 
this,  as  in  so  many  other  modern  developments  in  the  various 
branches  of  our  profession,  Ave  are  but  resuscitating  a  practice  of 
our  predecessors.  We  are  indebted  to  Dr.  Denman  for  the  early 
history  of  this  operation,  which  he  received  from  Dr.  Kelly,  and 
gave  to  the  profession  about  1795.  It  appears  to  have  been  first 
performed  in  England,  and  successfully,  in  1756,  by  Dr.  Macaulay, 
pui'suant  to  a  consultation  of  the  most  eminent  practitioners  then 
in  London.  The  question  was  raised  as  to  the  morality,  utility, 
and  safety  of  the  operation,  and  was  decided  in  the  affirmative.  In 
France,  where  it  was  first  proposed  in  1779,  it  was  strenuously 
resisted  by  Baudelocque  and  his  followers,  as  also  by  the  Doctors 
of  the  Sorbonne.  Fodere,  on  the  other  hand,  advocated  it,  and 
Professor  Stoltz  was  the  first  in  France  to  practise  it  in  1831.  It 
has  been  supported  also  by  Dubois,  Cazeaux,  and  Lacour,  who,  in 
1844,  collected  250  cases  of  this  operation,  in  which  more  than  half 
the  infants  survived  and  only  one  mother  died.     The  various  pro- 
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cedures  proposed  admit  of  an  easy  two-fold  division,  as  suggested 
by  Dr.  Davis : — Firstly,  those  in  which  evacuation  of  liquor  amnii 
is  postponed  till  the  usual  time  in  an  ordinary  labour,  the  end  of  the 
first  or  beginning  of  the  second  stage.  Such  are  the  vaginal  douche 
of  Kirvisch,  the  uterine  of  Cohen,  dilatation  of  the  cervix,  applica- 
tion of  electricity,  mammary  excitants,  ergot.  Secondly,  the 
rupture  of  the  membranes  and  evacuation  of  liquor  amnii,  either 
gradually  or  all  at  once ;  both  these  plans  present  such  obvious 
disadvantages  to  mother  and  child  that  not  even  the  strong  recom- 
mendation of  Rokitansky  (junior)  is  likely  to  secure  their  general 
adoption.  Many  fatal  cases  have  resulted  from  the  use  of  the 
douche,  either  uterine  or  vaginal ;  still,  irr  Johnston  and  Sinclair's 
Report  of  the  Rotunda  Hospital,  we  have  a  most  interesting  and 
succinct  detail  of  eight  cases  treated  in  this  way,  with  a  degree  of 
success  which  entitles  them  to  our  careful  consideration.  Tarnier's 
device,  which  consists  of  a  caoutchouc  tube,  allowing  of  expansion 
at  particular  points  only,  is,  like  that  of  Barnes,  one  of  the  many 
means  proposed  for  applying  expansive  pressure  to  the  cervix. 
Krause's  proposal  to  introduce  an  elastic  catheter  or  bougie  has 
more  to  recommend  it  on  the  ground  of  safety  and  simplicity  of 
performance  than  any  other  plan  proposed,  though,  as  my  cases 
showed,  it  may  require  to  be  supplemented  by  some  further 
measures. 

The  cases  in  which  the  propriety  of  interfering  with  the  normal 
course  of  pregnancy,  for  the  sake  of  mother  and  child,  easily  fall 
into  three  classes  : — 

In  the  first  we  have  women  with  pelves  so  contracted  that  the 
passage  of  a  living  child  at  term  is  not  possible,  whilst  an  un- 
developed, yet  viable,  child  may  pass  with  safety. 

In  the  second  we  may  place  those  who,  in  spite  of  treatment, 
have  on  several  successive  occasions  lost  their  children  at  a  certain 
period  of  pregnancy. 

In  the  third  are  women  suffering  from  morbid  conditions,  likely 
to  disappear  or  become  greatly  diminished  after  delivery. 

Simple  and  comprehensive  as  this  classification  is  in  theory,  in 
practice  we  are  sometimes  called  upon  to  solve  questions  of  the 
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utmost  difficulty  and  importance  regarding  cases  falling  into  one  or 
other  of  its  divisions.  To  determine  how  far  pregnancy  has  ad- 
vanced, especially  when  pelvic  deformity  exists,  is  sometimes 
exceedingly  difficult ;  and  as  much  may  be  truthfully  affirmed 
regarding  the  determination  of  the  amount  of  pelvic  deformity  in 
any  given  case.  In  settling  the  first  of  these  questions  an  examin- 
ation affords  us  much  aid  in  a  normal  case,  but  the  presence  of 
deformity  preventing  the  descent  of  the  head,  obscures  t  hesigns 
indicative  of  the  time  of  pregnancy.  The  calculations  of  the  woman 
herself  are  of  great  importance,  though  by  no  means  reliable  in  all 
cases. 

Two  further  considerations  must  engage  our  attention  before  we 
can  fix  the  time  for  the  operation — viz.,  the  size  of  the  pelvis  and 
of  the  child's  head.  As  to  the  latter  all  that  can  be  done  is  to  have 
recourse  to  the  known  average  measurements  of  the  foetal  head  at 
the  different  periods  of  gestation.  Regarding  the  size  of  the  pelvis 
much  information  may  be  gained  by  a  careful  manual  examination. 
In  the  majority  of  cases  the  conjugate  diameter  is  the  one  solely  or 
most  at  fault,  and  it  alone  need  be  measured  ;  but  in  the  gene- 
rally or  irregularly  contracted  pelvis  this  will  not  suffice,  and  an 
adequate  idea  of  the  amount  of  available  pelvic  space  may  be 
obtained  by  introducing  the  whole  hand. 

It  can  be  only  approximately  stated  to  what  degree  of  pelvic 
contraction  premature  labour  is  applicable.  Speaking  generally,  a 
conjugate  diameter  of  2*75  inches,  or  at  least  2*64,  would  be  the 
extreme  limit,  since  a  head  with  a  transverse  diameter  of  3*2  inches 
could  not  pass  through  such  a  pelvis  without  considerable  com- 
pression. 

The  patient  for  whom  I  have  on  three  occasions  induced  pre- 
mature labour  with  most  satisfactory  results,  is  broadly  built,  and 
somewhat  below  the  medium  height,  but  her  appearance  is  that  of 
a  healthy,  well-built  woman. 

In  a  former  labour  she  had  been  delivered  by  cephalotripsy, 
followed  by  sloughing  of  the  vagina,  which  greatly  endangered 
her  life,  and,  acting  on  my  advice,  she  came  under  my  observation 
again,  when  well  advanced  in  the  next  pregnancy. 
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My  friend,  Dr.  Macan,  to  whom  I  am  much  indebted  for  his 
valuable  assistance  on  each  occasion,  agreed  with  me  in  the  advisa- 
bility of  concluding  the  pregnancy  within  the  eighth  month,  as  the 
pelvis  appeared  to  be  generally  contracted.  Accordingly,  after  a 
careful  examination  to  determine  the  position  of  the  placenta,  and 
thereby  avoid  any  detachment  of  it,  I  introduced  a  catheter  on  a 
"Wednesday  afternoon,  about  4  o'clock.  Scarcely  any  pains  were 
felt  during  the  night,  and  on  Thursday  I  withdrew  the  catheter, 
and  introduced  it  in  a  somewhat  different  direction  ;  unfortunately, 
in  doing  so,  it  impinged  on  the  margin  of  the  placenta,  and  caused 
the  escape  of  a  little  blood ;  however,  this  soon  ceased  when  it  was 
withdrawn,  and  its  direction  again  altered.  Even  on  the  follow- 
ing day,  Friday,  though  the  cervix  had  dilated  somewhat,  the 
pains  were  feeble  and  infrequent,  but  became  greatly  increased  on 
the  introduction  of  a  Barnes'  bag  into  the  vagina  for  a  few  hours. 
Through  the  night  pains  continued  more  or  less.  On  Saturday  I 
was  able  to  place  Barnes'  bag  No.  2  in  the  cervix  ;  after  this  labour 
progressed  much  more  steadily.  At  4  o'clock  in  the  afternoon  I 
ruptured  the  membranes  ;  after  this  uterine  action  became  vigorous, 
indeed  rather  too  much  so,  for  smart  haemorrhage  ensued,  caused 
by  partial  detachment  of  the  placenta.  This  complication  induced 
me  to  give  instrumental  aid  sooner  than  I  might  otherwise  have 
done ;  so,  when  the  patient  was  fully  under  chloroform,  I  applied 
Barnes'  forceps,  though  the  cervix  still  encircled  the  head,  and, 
with  a  moderate  amount  of  traction,  completed  delivery.  Mother 
and  child  both  did  admirably. 

On  the  second  occasion  catheter  was  introduced  on  Wednesday, 
at  5  p.m.,  and  slight  pains  ensued  during  the  night.  Catheter 
altered  in  position  a  little  next  day,  at  12  o'clock,  noon.  At  9 
o'clock,  p.m.,  placed  Barnes'  bag  in  vagina,  catheter  being  still  in 
utero.  Severe  pains  occurred  during  the  night ;  the  following  day 
Friday,  at  12  o'clock,  noon,  I  placed  a  larger  bag  in  the  vagina, 
having  previously  removed  the  catheter  from  the  uterus.  The 
membranes  were  ruptured  the  same  day,  at  2  o'clock,  and  forceps 
applied,  within  the  cervix,  at  4  o'clock,  when  delivery  was  com- 
pleted with  safety  to  mother  and  child. 
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On  the  third  occasion  I  introduced  the  catheter  at  10  a.m.,  on 
Tuesday ;  pains  ensued  the  following  night,  but  ceased  towards  the 
morning,  when  the  catheter  had  slipped  partially  out  of  the  uterus. 
It  was  replaced,  and  a  bag  also  placed  in  the  vagina,  with  the 
effect  of  speedily  arousing  vigorous  uterine  action.  The  cervix 
was  so  much  dilated  at  10  p.m.  that  it  was  deemed  advisable  to 
rupture  the  membranes,  and  I  was  able,  with  the  aid  of  the  forceps, 
to  complete  delivery  at  2  a.m.,  at  which  time  the  head  was  well 
engaged  in  the  pelvis.  On  this  occasion  much  trouble  was  ex- 
perienced in  getting  the  head  past  the  anterior  lip,  which  during 
labour  became  much  elongated. 

In  conclusion,  I  beg  to  note  briefly  some  practical  points  con- 
nected with  this  most  important  operation.  Unless  the  catheter 
be  passed  to  the  fundus  uteri,  and  be  retained  there  for  some  hours 
at  least,  we  may  quite  fail  in  exciting  uterine  action ;  and,  even 
with  a  catheter,  the  utmost  caution  must  be  used  to  avoid  detaching 
any  portion  of  the  placenta.  We  are  more  likely  to  succeed  in 
giving  it  the  proper  direction  if  we  retain  the  stilet  in  it  till 
the  uterine  cavity  has  been  entered  to  the  depth  of  three  or  four 
inches  at  least.  On  the  three  occasions  referred  to,  vaginal  dilata- 
tion was  found  a  most  valuable  aid  in  keeping  up  uterine  action, 
even  wheu  the  presence  of  the  catheter  had  entirely  ceased  to  have 
any  effect.  In  Dr.  Barnes'  classical  work  on  "  Obstetric  Operations  " 
a  somewhat  different  opinion  is  expressed  on  this  point.  Lastly,  I 
may  observe  that  with  this  patient,  and  in  not  a  few  other  instances, 
I  have  fully  realised  the  correctness  of  Dr.  Johnston's  opinion,  that 
in  suitable  cases  the  application  of  the  forceps  before  full  dilatation 
of  the  cervix,  is  one  of  our  best  means  of  saving  the  life  of  mother 
and  child. 


SALPINGO-OOPHORECTOMY. 
By  ANDREW  J.  HORNE,  M.K.Q.C.P.I. ; 

Ex- Assistant  Master,  Rotunda  Hospital. 

[Read  in  the  Obstetrical  Section,  December  21,  1883.] 

It  has  recently  been  said  by  a  very  eminent  authority,  Mr.  Thomas 
Keith,  of  Edinburgh,  that  the  restless  surgery  of  to-day  lets  nothing 
alone,  and  I  would  offer  this  restlessness  as  an  apology  on  my  part 
for  bringing  the  subject  of  salpingo-oophorectomy  before  the 
members  of  the  Obstetrical  Section  of  the  Academy  this  evening. 
Abdominal  surgery  has  within  recent  years  advanced  with  such 
rapid  strides,  as  evinced  by  the  numerous  operations  performed  on 
that  cavity,  that  if  there  could  be  found  a  student  to-day  who  has 
lain  dormant  during  the  past  decade,  he  would  awake  as  much  a 
stranger  to  the  surgery  of  the  abdomen  as  was  Rip  Van  Winkle  to 
his  friends  after  his  prolonged  sleep.  It  is  with  a  twofold  purpose 
I  bring  this  subject  forward — firstly,  to  direct  attention  to  some 
points  in  the  diagnosis  of  disease  of  the  Fallopian  tubes  ;  secondly, 
to  elicit  the  opinion  of  the  members  on  the  advisability  or  not  of 
the  operation,  when  we  have  reason  to  believe  the  tubes  are  seriously 
diseased. 

Within  the  past  two  months  I  had  an  opportunity  of  being 
present  when  Mr.  Lawson  Tait,  of  Birmingham,  performed  the 
operation  on  a  lady  who  was  an  intimate  friend  of  my  own,  and 
who  had  been  more  or  less  under  my  care  during  the  past  year. 
In  her  history,  which  I  shall  briefly  relate,  gynaecologists  of  any 
experience  will  recognise  a  class  of  case  which  not  infrequently 
they  have  an  opportunity  of  seeing,  both  in  private  and  hospital 
practice,  and  which  hitherto  passed  from  their  hands  without  any 
permanent  relief — the  poor  to  end  their  days  either  in  a  workhouse 
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or  asylum,  the  rich  to  pass  their  lives  in  agony  and  torment,  until, 
wasted  to  a  shadow,  death  comes  and  brings  its  mournful  relief. 

Case. — Mrs.  N.,  aged  twenty-nine,  married  eleven  years,  mother  of 
three  children,  came  under  my  observation  as  a  patient  in  February 
of  the  present  year,  and  gave  the  following  history  : — She  resided 
in  India  for  several  years,  where  she  enjoyed  fairly  good  health. 
Soon  after  her  return  to  England  she  went  to  live  in  Germany. 
During  the  cold  winter  of  1879  she  was  attacked  with  some 
abdominal  pain,  and  was  confined  to  bed  for  a  considerable  time. 
This,  she  stated,  was  the  commencement  of  her  illness,  as  she  has 
never  been  strong  since.  About  eighteen  months  ago,  after  a  long 
railway  journey,  she  was  again  seized  with  some  abdominal  pain, 
and  was  obliged  to  lie  up  for  some  weeks,  from  the  effects  of 
which  she  has  never  recovered.  At  this  time  I  saw  her  in  consul- 
tation with  Dr.  Atthill.  She  then  complained  of  severe  pain  in 
the  back ;  intense  bearing-down  pains  ;  inability  to  walk  or  stand 
about ;  reflex  symptoms  as  neuralgia,  which  was  chiefly  confined 
to  the  left  side ;  occasional  vomiting  and  dyspepsia — as  a  conse- 
quence of  which  her  general  health  was  much  impaired,  and  her 
spirits  were  much  depressed.  Marital  relations  were  attended  with 
such  an  amount  of  pain,  that  she  was  obliged  to  lead  a  practically 
single  life.  Menstruation  was  regular,  profuse  ;  the  bearing-down 
pains  becoming  so  intense  at  the  periods,  that  for  their  relief  it  was 
necessary  to  administer  morphia  hypodermically.  When  menstrua- 
tion ceased,  a  copious  flow  of  what  she  described  as  "gushes  of  hot 
water"  came  away  at  intervals.  Her  appetite  was  extremely  bad. 
Tongue  always  more  or  less  coated.  There  was  considerable  dis- 
comfort on  defalcation,  the  bowels  generally  being  very  constipated, 
requiring  almost  the  daily  use  of  an  enema. 

On  examination  the  uterus  was  found  to  be  reti'oflexed,  extremely 
tender  to  the  touch,  enlarged,  and  firmly  bound  down  by  old 
adhesions.  The  sound  passed  to  the  depth  of  three  inches.  The 
pain,  on  bimanual  examination,  was  so  great  that  the  condition  of 
the  ovaries  and  tubes  could  not  be  made  out  satisfactorily.  Through 
the  speculum  the  cervix  was  seen  to  be  enlarged  and  congested, 
a  thick,  glairy  discharge  escaping  from  the  os. 

The  diagnosis  arrived  at  at  the  time  was  chronic  metritis  asso- 
ciated with  retroflexion.  The  treatment  adopted  was  complete  rest 
in  bed  for  a  fortnight,  relieving  the  congested  uterus  by  puncturing 
and  pledgets  of  glycerine,  together  with  internal  remedies  to  assist 
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digestion  and  keep  the  bowels  free.  As  soon  as  the  congestion  of 
the  uterus  was  somewhat  relieved  carbolic  acid  and  spirit  (two  parts 
to  one)  was  applied,  by  means  of  Playfair's  probe,  to  the  uterine 
cavity,  and  the  warm  douche  ordered  to  be  given  every  night. 
Under  this  plan  of  treatment,  which  was  continued  for  two  months, 
she  gained  considerable  relief.  The  menstrual  periods,  however, 
were  still  attended  with  considerable  pain,  which  she  described  as 
resembling  labour-pains  more  than  anything  she  knew  of.  She 
returned  home — a  considerable  distance  from  Dublin.  Soon  after- 
wards all  the  old  symptoms  returned  more  aggravated  than  before  ; 
and  when  I  saw  her  again,  in  June,  she  was  a  confirmed  invalid, 
and  implored  to  have  some  operation  performed,  as  life  was  un- 
endurable. Removal  of  the  ovaries  and  tubes  I  was  slow  to 
recommend,  having  no  personal  experience  of  the  operation,  and 
not  being  aware  of  it  ever  having  been  performed  in  this  country. 
In  October  she  travelled  to  Birmingham  and  consulted  Mr.  Lawson 
Tait,  whose  success  in  this  operation  has  been  so  great.  He  advised 
her  to  undergo  the  operation,  which  she  readily  submitted  to. 

Operation. — On  October  17th,  at  2  p.m.,  she  was  placed  under  the 
influence  of  ether.  An  incision  about  two  inches  in  length  was 
made  in  the  mesial  line,  midway  between  symphysis  pubis  and  um- 
bilicus. The  tissues  were  rapidly  divided,  all  bleeding  vessels  being 
quickly  secured.  The  peritoneum  was  then  opened  sufficiently  to 
allow  of  the  introduction  of  two  fingers.  The  pelvis  was  then  ex- 
plored. The  adhesions  around  the  uterus  were  broken  through,  and 
the  fundus  was  forcibly  reduced  from  its  state  of  retro-  to  that  of 
ante-flexion.  The  tubes  were  found  to  be  distended,  and  the  ovaries 
studded  over  with  small  cysts,  some  of  which  burst  ou  removal. 
The  ovaries  and  tubes  were  drawn  through  the  abdominal  opening 
by  means  of  a  forceps,  the  Staffordshire  knot  of  strong  silk  being 
applied  as  close  to  the  uterus  as  possible,  the  tubes  divided  and 
removed  with  ovaries.  Some  haemorrhage  now  took  place  into 
the  pelvic  cavity.  Sponge  pressure  was  applied,  which  controlled 
it.  A  glass  drainage-tube  inserted,  the  abdominal  wound  was 
brought  together  with  silk.  The  time  the  operation  occupied  was 
thirty-five  minutes. 

Progress  of  Case. — There  was  some  vomiting  soon  after  she  was 
placed  in  bed.  The  pulse  was  fairly  good,  but  rapid.  At  5  p.m. 
she  complained  of  great  pain,  and  implored  to  have  a  hypodermic 
injection  of  morphia  (^  gr.  administered).  At  8  p.m.,  vomiting  and 
pain  still  continuing,  another  ^  gr.  of  morphia  was  administered.    At 
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10  p.m.  she  was  very  pale;  breathing  somewhat  laboured;  pulse 
almost  imperceptible  ;  extremities  warm  ;  temperature,  99° ;  in- 
clined to  sleep. 

Oct.  17,  5  a.m. — Slept  for  five  hours;  awoke  vomiting;  very 
weak.  Morphia,  ^  gr.  again  administered  ;  at  5  30  a.m.  never 
rallied,  but  passed  quietly  away.  Owing  to  a  mistake  there  was 
no  autopsy,  so  it  would  be  only  idle  to  speculate  as  to  the  exact 
cause  of  death,  as,  doubtless,  there  would  be  found  some  to  say  it 
was  acute  septicasraia,  others  haemorrhage,  and  so  on,  but  I  will 
content  myself  by  referring  to  some  points  in  the  diagnosis  and 
treatment  of  what  hitherto  have  been  considered  rare  diseases. 

In  studying  the  anatomy  of  the  Fallopian  tubes,  we  find  one  on 
either  side  of  the  uterus,  running  sinuously  from  its  upper  angles 
out  towards  the  side  of  the  pelvis,  enclosed  in  the  upper  free 
margin  of  the  broad  ligament.  The  course  of  the  tube  is  straight 
for  about  an  inch,  then  curves  outwards  and  forwards,  and  then 
backwards  and  inwards.  The  lumen  of  the  tube  varies,  admitting 
only  a  bristle  at  its  opening  into  the  uterine  cavity,  the  ampulla  or 
thick  portion  being  sufficiently  wide  to  admit  the  uterine  sound. 

On  section  we  find  it  composed  of  three  layers — peritoneal,  mus- 
cular, and  mucous  membrane.  What  their  exact  function  is, 
physiologists  are  not  as  yet  certain  of,  whether  to  consider  them  as 
mere  ducts  for  the  passage  of  the  ova,  or  whether,  as  suggested  by 
Mr.  Tait,  they  play  some  important  part  in  menstruation.  From 
their  anatomical  position,  as  also  from  their  supposed  physio- 
logical function,  the  pathological  condition  we  would  most  likely 
meet  with  is  distension,  whether  it  be  from  serum  (hydro-salpinx), 
pus,  or  blood ;  of  the  latter  I  do  not  intend  to  speak,  nor  of  the 
distension  due  to  tubal  pregnancy.  On  reviewing  the  history  of 
cases  of  hydro-  or  pyo-salpinx,  we  generally  find  that  the  cause  can 
be  traced  to  one  of  four  conditions  : — 

1.  Extension  of  inflammation  from  uterus,  producing  stricture 
of  the  tube. 

2.  Attacks  of  pelvic  peritonitis. 

3.  Septic  poisoning  carried  to  the  tube  by  the  uterine  sound,  &c. 

4.  Extensive  gonorrhoeal  and  syphilitic  inflammations. 
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The  diagnosis  of  tubal  distension  has  always  been  a  matter  of 
considerable  difficulty,  and  often  impossible.  But  with  the  resources 
now  at  the  command  of  the  gynaecologist,  so  many  difficulties  do 
not  stand  in  the  way.  If  the  distension  is  great,  the  sausage-like, 
elongated,  fluctuating,  movable  tumour  may  be  felt  in  the  retro- 
uterine space  a  little  to  one  side ;  this  is  more  easily  made  out  with 
the  patient  lying  on  her  back,  the  knees  well  bent,  and  of  necessity 
the  bi-manual  examination.  The  tumour  can  be  separated  from 
the  uterus.  In  the  history  of  the  case  which  I  have  related,  there 
was  one  very  constant  symptom — namely,  the  sudden  gushes  of  what 
the  patient  described  as  "  hot  water,"  occurring  after  the  menstrual 
periods — which  I  think  is  of  considerable  importance  in  the  diagnosis  ; 
this  is  what  has  been  described  by  Rokitansky  as  profluent  dropsy. 
It  may  also  escape  through  the  fimbriated  extremity  of  the  tube 
into  the  peritoneum  and  give  rise  to  peritonitis,  or  rupture  of  the 
tube  may  occur. 

The  character  of  the  pain  may  also  be  of  assistance  in  forming 
a  diagnosis.  It  is  of  an  intense,  agonising,  bearing-down  character 
similar  to  labour  pains,  and  at  the  same  time  nothing  is  to  be  found 
in  the  condition  of  the  uterus  to  account  for  it. 

Most  of  our  text-books,  in  speaking  of  the  treatment  of  this 
affection,  either  pass  it  over  in  silence,  or  recommend  tapping  by 
means  of  an  aspirator  through  the  vagina  when  adhesions  are 
present.  In  very  many  cases  the  relief  obtained  by  this  method  is 
neither  complete  nor  permanent,  and  at  the  same  time  not  free  from 
danger.  The  question  arises  in  these  days  of  antiseptic,  or  more 
properly  aseptic,  surgery — Would  it  not  be  better  to  perform  abdo- 
minal section,  as  now  so  successfully  practised  by  Mr.  Lawson  Tait 
in  such  cases,  and  remove  the  entire  uterine  appendages,  to  which 
procedure  he  has  given  the  name  of  salpingo-oophorectomy? 


CASE  OF  PARENCHYMATOUS  NEPHRITIS  OF 
PREGNANCY. 

By  JOSEPH  P.  DOYLE,  L.K.Q.C.P. 

[Read  in  the  Obstetrical  Section,  January  25,  1884.] 

An  English  lady,  well-made,  of  light  complexion,  anaemic  appear- 
ance, twenty-five  years  of  age,  had  scarlatina  when  a  child,  and 
suffered  from  attacks  of  epistaxis.  Between  thirteen  and  fourteen 
years  old,  her  first  menstruation  came  on  as  a  haemorrhage,  from  the 
effects  of  which  she  did  not  recover  for  five  months.  The  menses 
afterwards  became  scanty  up  to  her  marriage,  and  were  preceded 
by  pain  in  the  hypogastrium.  Her  family  history  is  good.  On  the 
10th  of  January,  1880,  she  came  under  my  care  for  a  threatened 
miscarriage.  Since  she  became  pregnant  she  had  suffered  very 
much  from  headache  and  vomiting.  I  detected  a  bruit  over  left 
second  costal  interspace,  near  sternum.  Three  months  afterwards, 
at  full  term,  she  was  delivered  of  a  small,  delicate-looking  female 
child,  which,  on  the  second  day  after  its  birth,  had  two  fits,  from 
which  it  recovered,  but  died  in  February,  1882,  of  tuberculosis.  A 
large  quantity  of  liquor  amnii  came  away  with  the  termination  of 
the  second  stage  of  labour,  and  post-partum  haemorrhage  set  in  with 
the  third  stage.  Her  first  labour,  seventeen  months  previously,  was 
also  followed  by  post-partum  haemorrhage  and  inflammation.  She 
suffered  so  much  from  vomiting  during  the  first  three  months  of 
her  first  parturition  that  she  became  very  much  emaciated.  She 
enjoyed  remarkably  good  health  until  she  again  became  pregnant. 

On  July  21st,  1881,  when  about  six  months  advanced,  after  a  long 
walk  followed  by  an  attack  of  diarrhoea,  labour  pains  set  in, 
accompanied  by  haemorrhage.  I  found  the  os  uteri  patulous,  and 
the  lips  and  cervix  granular  and  bleeding.  On  July  23rd  I  remarked, 
for  the  first  time,  that  the  urine  was  very  high-coloured,  and  that 
the  abdomen  was  much  distended  with  flatus.  On  the  24th  she 
complained  of  pain  in  the  left  side  of  forehead  ;  pulse  very  small 
and  tense,  7G ;   temp.,  100°  F.     At  twelve,  midnight,  on  Monday, 
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the  25th,  she  got  a  short  epileptiform  convulsion,  and,  after  it, 
passed  into  a  semi-comatous  condition.  At  five  a.m.  vomiting 
and  retching  set  in.  The  os  at  this  time  was  dilated  to  about 
the  size  of  a  crown-piece ;  the  lips  of  it  felt  soft  and  jaggy.  I 
ruptured  membranes,  and,  no  pains  coming  on,  I  delivered  her 
with  the  forceps,  of  a  small  male  which  lived  for  some  hours.  She 
had  a  tendency  to  post-partum  haemorrhage,  which  I  succeeded  in 
stopping  by  injecting  hot  water.  On  visiting  her,  at  10  20  a.m.,  I 
was  informed  she  had  had  two  more  fits  since  I  left  her.  She  still 
lay  in  the  semi-comatous  state,  except  when  disturbed,  when  she 
became  very  cross,  and  screamed.  I  drew  off  six  ounces  of  urine, 
having  the  colour  of  a  mixture  of  extract  of  conium  and  water — 
sp.  gr.,  1030;  acid  reaction;  full  of  albumen.  Pulse  112,  very 
small  and  irregular  ;  temp.,  98°  F.  At  5  30  a.m.,  on  the  2fith,  I 
was  called,  and  found  her  pulseless,  and  looking  quite  pale,  bleeding 
from  the  nose,  vomiting  large  quantities  of  blood,  and  passing  it 
from  vagina,  and  mixed  with  the  stools  and  urine.  A  most  disagree- 
able, sickening  odour  was  exhaled  from  her  body  and  excretions. 
I  prescribed  five-grain  doses  of  gallic  acid,  and  when  I  saw  her  at 
twelve,  midday,  the  vomiting  of  blood  and  the  epistaxis  had  ceased. 
On  the  27th  the  urine  was  more  abundant,  smoky-looking,  became 
cloudy  on  heating,  but  cleared  on  adding  nitric  acid.  Thursday, 
July  28th. — Slept  well  during  the  night,  and  was  more  conscious  ; 
said  she  had  no  recollection  of  anything  that  had  occurred  since 
Monday  night,  July  25th ;  complained  of  dimness  and  impairment  of 
sight.  Urine  slightly  acid,  straw-coloured.  30th. — Wanted  to  be 
allowed  up  ;  nervous,  and  crying  ;  temperature,  99°  F. ;  pulse,  99. 
31st. — Urine  had  a  very  stinking  odour  ;  full  of  renal  epithelium  ; 
contained  no  albumen  or  tube  casts.  August  3rd. — Feels  much 
better  ;  sight  improving ;  ophthalmoscopic  examination  gave  nega- 
tive results.  6th. — Not  so  anaemic-looking;  pulse,  80;  temperature, 
98°  F. ;  urine,  light  straw-coloured  ;  sp.  gr.,  1020  ;  contained  renal 
epithelium  vibriones,  and  triple  phosphate.  She  gradually  im- 
proved, and  enjoyed  good  health,  with  the  exception  of  the  catamenia 
being  irregular  on  one  or  two  occasions  until  she  became  pregnant 
again. 

January  18th,  1883. — Nearly  six  months  pregnant;  face  slightly 
puffed;  anaemic-looking;  ankles  puff  towards  evening  ;  complained 
of  not  being  able  to  see  on  getting  up  in  the  morning,  and  had  to 
give  up  using  her  piano,  in  consequence  of  not  being  able  to  read 
the;  music  ;  as  the  day  advanced,  the  sight  improved  ;  had  vomiting, 
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cough,  and  bleeding  from  nose  and  gums  ;  bowels  costive  ;  urine 
!  acid  ;  sp.  gr.,  1010  ;  contained  blood-cells  and  albumen.     Under 
|  treatment  all  her  symptoms  improved  until  January  30th,  when, 
I  after  a  fright,  labour  pains  set  in,  and  on  February  2nd  she  gave 
birth  to  a  girl,  which  lived  for  some  days.     February  5th. — Urine 
scanty;    sp.  gr.,    1010;    contained    albumen,'  some    cells    deeply 
i  stained,  and  oil  globules;  complained  of  sight  being  still  affected, 
and  severe  pain   in   forehead.     After  leeching  temples,  the   pain 
subsided,  and  the  sight    improved.     9th. — Heart's  action   strong, 
and  felt  over  increased  area  ;    heard  a  murmur  with  first  sound 
over    interval    between    third   and    fourth    left   costal    cartilages, 
near  their  sternal  attachment.     1 0th. — Urine  faintly  acid  ;   specific 
gravity,  1020  ;  contained  albumen,  a  few  pieces  of  granular  casts, 
a  trace  of  blood,  epithelium,  and  triple  phosphate.     March  10th. — 
Felt  quite  well ;  sight  and  heart  sounds  normal.    August  28th. — Got 
an  attack  of  menorrhagia,  and  immediately  after  it  quickened;   up 
to  that  had  no  idea  she  was  pregnant,  as  the  catamenia  had  been 
regular.     October  12th. — Stated  that  for  the  preceding  fortnight  slie 
had  suffered  from  severe  pain  in  left  side  of  forehead,  accompanied 
with  throbbing  in  temple  and  soreness  in  same  side  of  face  ;  for 
last  six  or  eight  days  had  slight  bleeding  from  nose;  on  yesterday, 
from  four  to  five  p.m.,  bled  profusely  from  nose,  and  again,  this 
morning,  from  6  45  to  11  a.m.  ;  pulse  small  and  tense,  88,  regular; 
heart's  action  very  strong,  and  felt  over  increased  area  ;  for  some 
time  had  pain  in  one  of  her  thighs  ;  bowels  regular ;  pupils  rather 
dilated;   sight  normal.     21st. — Nervous  and  fretful;   urine  acid; 
sp.  gr.,  1023  ;  contained  blood  and  albumen  ;  labour  set  in  during 
the  night ;  had  pain  in  front  of  left  shoulder.     24th. — Abdomen 
soft,  distended  with   flatus  ;    had  remarked  borborygmi  for   some 
time ;    tenderness  and   pressure   over  uterus.     26th. — Had   slight 
bleeding  from  right  nostril  up  to  this  date ;  had  no  return  of  it 
since  the  21st   instant,  when  I  prescribed  a  mixture,  containing 
bromide  of    potassium,   bicarbonate    of    potash,    and    tincture    of 
digitalis  ;  pulse,  84,  small  and  tense  ;  temp.,  99°  F.  ;  at  six  p.m. 
gave  birth  to  a  still-born  foetus,  which  had  arrived  at  about  the 
sixth  month.      She  went  on  remarkably  well  until  November  1st 
when,  through  neglect  of  the  nurse  in  not  using  injection  of  Condy's 
fluid  for  a  day  or  two,  the  temperature  went  up   to  101°  F.,  and 
pulse  to   112.     Grain-doses  of  sulphate  of  quinine,  which  I  pre- 
scribed  to  be   taken   every  fourth  hour,  produced  very  alarmino- 
symptoms.  Immediately  after  each  dose  violent  vomiting  set  in,  with 
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great  pain  in  head  and  faintness.  November  7th. — Urine  slightly 
acid  ;  sp.  gr.,  1012  ;  contained  albumen.  She  gradually  improved, 
and  on  November  2 1  st  felt  quite  well,  although  having  some  secretion 
from  parts  ;  still  anaemic-looking ;  pulse  soft  and  regular  ;  heart 
sound  and  action  normal ;  urine,  sp.  gr.,  1016  ;  contained  albumen 
and  different  varieties  of  epithelium  ;  no  casts.  December  3rd. — 
Not  so  anaemic-looking  ;  puffed  slightly  about  the  eyes,  especially 
left ;  left  side  of  face  tender  on  pressure  ;  changes  have  been  on  since 
I  last  saw  her  ;  they  generally  remain  six  days  ;  always  has  pain 
before  they  occur.  12th. — Feels  very  well ;  has  a  reddish  coloured 
discharge  since  last  monthly  period  ;  uterus  enlarged  ;  os  patulous  ; 
lips  and  cervix  thick  ;  passes  about  two  quarts  of  clear  urine  in 
the  twenty-four  hours  ;  acid  reaction  ;  sp.  gr.,  1012  ;  gave  traces 
of  albumen  with  picric  acid  test.  20th. — Anaemic-looking ;  face 
slightly  puffed ;  urine  contained  albumen ;  uterus  still  slightly 
enlarged;  discharge  had  ceased.  21st. — Immediately  after  seeing 
me,  at  2  30  p.m.  yesterday,  was  attacked  with  difficulty  in  speaking, 
and  numbness  in  right  upper  extremity,  especially  in  fingers ;  can 
hold  a  large  object,  but  has  some  difficulty  in  doing  so  with  small 
ones  ;  cannot  feel  the  heat  of  the  fire  in  hands  when  held  before  it ; 
action  of  heart's  first  sound  weak,  marked  intensification  like  going 
into  a  bruit ;  second  sound  most  audible  over  sternum  opposite 
insertion  of  third  costal  cartilage.  22nd. — Urine  very  cloudy;  sp. 
gr.,  1020  ;  contained  some  tube  casts,  full  of  epithelium  and  albumen. 
Dr.  Atthill  saw  her  to-day.  He  says  the  uterus  is  large,  soft,  and 
imperfectly  involuted. 

January  4th,  1884. — Still  anaemic-looking ;  feels  quite  well  ;  is 
able  to  use  her  hand  and  arm  as  well  as  ever,  with  the  exception  of 
slight  numbness  in  index  finger ;  heart's  action  regular  ;  marked 
accentuation  of  first  sound  over  centre  of  sternum  ;  urine  abundant ; 
sp.  gr.,  1010  ;  had  a  trace  of  albumen. 

This  lady,  from  childhood  up  to  the  present  time,  has  suffered  off 
and  on  from  haemorrhage  in  one  form  or  another,  although  having 
no  family  history  of  "  bleeders." 

She  presents  at  times  a  peculiarity  mentioned  by  Virchow,  Otto, 
and  others  as  commonly  noticeable  in  bleeders  —  viz.,  a  certain 
delicacy  and  transparency  of  the  general  integuments,  together  with 
a  superficial  position  and  marked  fulness  of  subcutaneous  vessels, 
particularly  the  veins. 
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She  belongs  to  the  Anglo-German  race,  which,  according  to 
Immermann,  in  Vol.  XVII.  of  Ziemssen's  "Practice  of  Medicine," 
exhibit  a  special  disposition  to  haemophilia.  She  does  not  remember 
to  have  had  haemorrhage  from  the  effects  of  a  wound,  or  after  the 
extraction  of  a  tooth.  She  has  noticed  her  arm,  when  slightly 
pinched,  become  discoloured,  and  says  she  has  remarkably  good 
healing  flesh.  Immermann  mentions  that  spontaneous  haemorrhages 
seem  to  occur,  independently  of  any  manifest  external  or  internal 
cause,  with  every  appearance,  therefore,  of  actual  spontaneity,  and 
must  accordingly  be  regarded,  until  the  subject  is  better  understood, 
as  the  result  of  unknown  influences.  The  favourite  situation  of 
these  haemorrhages,  in  their  order  of  frequency,  is  from  the  mucous 
membranes  of  the  nasal  and  oral  cavities,  the  genito-urinary  appa- 
ratus, bronchi,  stomach,  and  intestines.  Bartles,  in  Vol.  XV.  of 
Ziemssen's  "  Practice  of  Medicine,"  mentions  the  occurrence  of 
haemorrhages  as  a  by  no  means  rare  event  in  the  latter  stages  of 
contracting  kidney.  These  bleedings  occur  most  frequently  from 
the  nose ;  and  he  says,  "  the  mucous  membrane  of  the  urinary  and 
sexual  channels  are  the  sole  ones  from  which  I  have  never  seen 
similar  blood  discharges  take  place  towards  the  end  of  life." 

Sir  James  Simpson  states  that  albuminuria,  with  convulsions, 
occurring  in  any  labour  later  than  the  first,  generally  results  from 
fixed  granular  disease  ot  the  kidney,  and  does  not  disappear  after 
delivery ;  and  Litzman's  experience  seems  to  show  that  the 
transition  into  a  chronic  renal  affection  is  more  common  after  the 
nephritis  of  pregnancy  than  after  any  of  the  other  forms  of  acute 
nephritis.  In  my  patient,  albumen  was  first  detected  in  the  renal 
secretion  after  her  third  labour,  and  has  been  present  both  before 
and  after  the  two  latter  ones.  The  first  symptom  that  drew  my 
attention  to  the  fact  that  she  was  suffering  from  nephritis  was  the 
eclampsia.  In  the  great  majority  of  cases,  the  first  symptom  that 
draws  attention  to  the  kidneys  is  dropsy ;  but  in  my  case  there  was 
none,  except  you  look  upon  as  such  the  large  quantity  of  liquor 
amnii  that  came  away  during  her  second  labour,  and  the  slight 
oedema  of  the  face  and  ankles  she  had  during  her  late  pregnancies. 
In  many  cases,  according  to  Baltics,  no  oedema  occurs  at  all.      He 
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also  states  that  the  nephritis  of  pregnancy,  whether  it  be  accom- 
panied by  oedema  or  not,  differs  from  the  other  forms  of  acute 
nephritis  by  the  greater  frequency  and  violence  of  the  acute  uraemic 
symptoms  which  it  causes  of  epileptiform  convulsions,  the  amaurosis, 
and  the  maniacal  excitement.  Acute  uraemia  occurs  more  fre- 
quently in  the  nephritis  of  pregnancy  than  in  the  other  forms  of 
the  renal  disease.  Rosenstein  estimates  the  relative  frequency  of 
eclampsia,  as  compared  with  the  albuminuria  of  pregnancy,  as 
something  over  25  per  cent.  In  one-fourth  of  all  the  cases  of 
nephritis,  eclamptic  attacks  occur,  and  he  estimates  the  mortality 
among  mothers  afflicted  with  eclampsia  at  about  30  per  cent. 
Scansoni  estimates  the  mortality  of  the  infants  born  under  these 
conditions  at  44  per  cent.  The  infant  in  this  case,  at  the  time  of 
its  birth,  was  about  six  months  advanced,  and  lived  for  some  hours, 
although  the  mother  had  a  convulsion  before  labour,  and  two  fits 
after  it.  Both  during  and  after  delivery  the  mother  was  in  a  semi- 
comatose condition. 

In  one-fourth  of  the  cases,  according  to  Rraun,  the  albuminuria, 
or  the  uraemia  or  ammoniacal  intoxication  of  the  blood,  is  sufficient 
without  the  occurrence  of  eclampsia  to  induce  premature  labour. 
The  three  last  pregnancies  of  my  patient  since  the  albuminuria  was 
first  recognised  have  terminated  prematurely.  "  The  process  of 
labour,"  says  Baudelocque,  "  in  these  cases  seems  even  more  rapid 
than  in  others."  In  my  case  the  first  stage  of  labour  was  very 
prolonged  in  her  last  three  parturitions,  but  the  second  and  third 
stages  were  very  quick  in  her  two  last.  There  are  cases  on  record 
that  prove  that  a  nephritis  may  complicate  one  pregnancy  and  be 
absent  in  the  next,  but  may  recur  again  in  the  third  or  fourth.  In 
multiple  pregnancy  the  predisposition  to  nephritis  is  well  marked  ; 
and  Litzman,  in  doubtful  cases,  looks  upon  the  presence  of  albumen 
in  t he  urine  as  indicative  of  twin  gestation.  Nephritis  occurs  most 
frequently  in  young  women,  and  primiparse  are  affected  more 
frequently  than  multipara.  My  case  developed  the  symptoms  of 
the  nephritis  during  her  third  parturition,  but  of  course  the  renal 
affection  may  have  been  latent  long  prior  to  that. 

Lever  and  others  say  that  pressure  of  the  pregnant  uterus  upon 
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the  renal  vessels  is  the  cause  of  the  affection  of  the  kidney. 
Frerichs  says,  first,  it  is  owing  to  the  altered  condition  of  the  blood, 
in  pregnant  women  being  usually  more  watery  and  richer  in  fibrin 
than  normal  blood  —  the  quantity  of  albumen  and  of  red  blood 
corpuscles  is  diminished  in  it,  while  the  white  corpuscles  are  more 
numerous  ;  and,  secondly,  the  mechanical  interference  with  the 
circulation  in  the  abdomen.  I  am  unable  to  formulate  any  cause 
for  the  production  of  the  nephritis  in  this  case,  except  the  haamor- 
rhagic  tendency,  and  pregnancy. 

Bartles,  at  page  310,  in  Vol.  XV.  of  Ziemssen's  "Practice  of 
Medicine,"  says,  for  the  present  there  is  nothing  left  for  us  but  to 
record  the  fact  that  parenchymatous  inflammation  of  the  kidneys 
and  the  liver  may  be  developed  during  pregnancy,  and  to  confess 
that  we  do  not  know  what  causes  them.  Chronic  parenchymatous 
inflammation  of  the  kidneys  is,  according  to  most  writers,  the 
second  stage  of  Bright's  disease  ;  and  Bartles  says  in  a  few 
instances  it  is  developed  from  acute  inflammation  of  the  kidneys, 
but  in  the  great  majority  of  cases  it  progresses  in  an  insidious 
manner  from  the  very  beginning.  I  see  by  the  British  Medical 
Journal  of  October  6th,  1883,  page  688,  that  Professor  Semmola, 
of  Naples,  has  brought  before  the  Academy  of  Medicine  of  Paris 
the  results  of  his  experiments  in  Bright's  disease,  under  which 
term  he  understands  chronic  parenchymatous  nephritis.  His  expe- 
riments go  far  to  show  that  the  lesion  of  the  kidney  is  a  secondary 
process,  having  been  able  to  produce  congestion,  haemorrhage, 
degeneration  of  the  epithelium,  and  interstitial  lesion  of  the  kidneys 
in  dogs  by  hypodermic  injections  daily  of  from  10  to  70  grammes  of 
white  of  egg,  continued  over  a  period  varying  from  four  to  twenty- 
four  days.  He  looks  upon  the  cause  of  the  peculiar  dyscrasia  as  an 
alteration  of  the  nutritive  functions  of  the  skin. 
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By  WALTER  G.  SMITH,  M.D.,  Dubl. ;  F.K.Q.C.P. ; 

King's  Professor  of  Materia  Medica,  School  of  Physic,  T.C.D.  ; 
Physician  to  Sir  Patrick  Dun's  Hospital. 

[Read  in  the  Obstetrical  Section,  January  25,  1884.] 

I  desire  to  bring  the  following  case  under  the  notice  of  this 
Section,  chiefly  in  order  that  the  provisional  diagnosis  arrived  at 
may  be  subjected  to  the  criticism  of  its  members,  in  whose  practice 
it  is  probable  that  such  cases  are  not  unfamiliar. 

The  patient,  fortunately  for  herself,  did  not  give  us  the  oppor- 
tunity of  checking  the  diagnosis  by  the  surest  of  tests,  for,  although 
at  one  period  death  seemed  imminent,  she  was  able  to  leave  hospital, 
fairly  well  and  strong,  after  a  stay  of  nine  or  ten  days. 

For  the  notes  of  the  case  1  am  indebted  to  Mr.  L.  Werner : — 

Case. — Mrs.  C,  aged  thirty-two  years,  admitted  to  Sir  P.  Dun's 
Hospital,  January  28th,  1883.  Patient  is  married,  and  was  taking 
care  of  her  last  child,  aged  sixteen  months.  There  is  no  history  of 
any  illness  whatever.  Menstruation  is  regular,  and  occurred  last 
on  the  4th  of  this  month. 

On  Saturday,  27th  of  January,  at  9  o'clock,  a.m.,  while  lifting  a 
bucket  of  ashes,  she  felt  a  sensation  as  if  something  had  given  way 
in  the  left  side  of  the  abdomen,  above  crest  of  ilium,  and  was 
seized  with  extreme  pain  in  the  same  place  ;  she  vomited,  and  at 
the  same  time  fainted.  Having  recovered  from  the  faint,  she  got 
to  bed  with  the  help  of  her  husband.  She  then  took  two  doses  of 
castor-oil,  the  second  of  which  relieved  the  constipation,  which  had 
lasted  three  days.  She  remained  in  bed  the  whole  of  that  day. 
Not  feeling  better  on  Sunday,  she  was  brought  to  hospital  at 
4  o'clock,  p.m.,  and  on  admittance  she  was  found  to  be  in  a  state 
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of  extreme  collapse.  The  face  was  deadly  pale,  the  sounds  of  the 
heart  were  foetal  in  character,  and  the  radial  pulse  almost  imper- 
ceptible. The  resident  administered  ^  gr.  of  morphia  hypodermi- 
cally  three  times  during  the  day. 

29th. — Patient  rallied  slightly.  The  heart  is  stronger,  but  still 
extremely  weak,  and  the  pallor  of  the  face  very  marked.  She  lies 
mostly  on  the  left  side,  with  her  legs  drawn  up.  Does  not  sleep. 
There  is  thirst  and  continual  dry  retching,  so  that  nutritive 
enemata  were  given  her. 

On  examining  the  abdomen  it  was  found  to  be  greatly  swollen, 
extremely  painful  and  tender,  especially  on  the  left  iliac  fossa ;  it 
was  tympanitic  all  over,  with  the  exception  of  a  small  area  of 
dulness  on  the  left  iliac  region.  The  recti  muscles  were  prominent 
and  evidently  in  a  spasmodic  condition.  She  got  a  purgative 
enema,  which  was  immediately  rejected,  with  great  straining.  A 
rectal  and  vaginal  examination  revealed  nothing  abnormal.  She  had 
a  natural  motion  in  the  evening.  Urine  clear,  orange-coloured, 
acid,  containing  no  albumen  or  blood.  There  had  been  retention, 
and  recourse  was  had  to  the  catheter  twice.  Morning  temperature, 
99#5°;  evening  temperature,  100°.  Hyp.  inj.  of  morphia,  ^  gr. ; 
enema  with  tr.  opii,  xv.  trt. 

30th. — Condition  much  the  same  ;  vomiting  ceased  ;  took  beef- 
tea.  Pulse  still  feeble,  morning,  108 ;  evening,  100 ;  morning 
temperature,  99"5°;  evening  temperature,  100"8°.  There  is  no 
longer  retention  of  urine,  which  was  pale,  neutral,  turbid,  due 
chiefly  to  epithelium,  lithates,  and  small  quantity  of  uric  acid ; 
no  albumen.  Diarrhoea  set  in  at  11  o'clock,  a.m.,  and  lasted  till  2  ; 
recommenced  in  the  evening  ;  motions  had  abominably  foetid  smell, 
and  were  continually  dribbling  under  her.  Kept  under  the  influence 
of  morphia. 

31st. — Feels  better;  pulse  stronger;  face  still  very  pallid; 
abdomen  still  distended,  but  pain  and  tenderness  greatly  diminished. 
Urine  acid,  pale;  turbidity  due  chiefly  to  epithelium.  Pulse,  mor- 
ning, 92  ;  evening,  98 ;  temperature,  morning,  101°;  evening,  102°. 

Feb.  1st. — Feels  better;  less  diarrhoea;  pain  and  tenderness 
slightly  better.  Pulse,  morning,  100;  evening,  96;  temperature, 
morning,  99-6°  ;  evening,  99-4°. 

2nd. — Distension  and  tension  of  abdomen  greatly  diminished  ; 
dulness  scarcely  marked.  Had  three  motions  during  the  night ; 
urine  contained  albumen,  even  when  drawn  off  by  catheter. 

3rd. — Vomited  egg  which  she  had  taken ;   had  one  solid  motion. 
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4th. — Bowels  not  moved  since  Saturday ;  simple  enema  ordered. 
Complains  still  of  sleeplessness,  but  feels  better;  menstruated. 

5th. — Slight  pain  in  back  ;  not  quite  so  well  as  yesterday.  Urine 
acid,  dark  coloured,  turbid  ;  sp.  gr.  1015  ;  no  trace  of  albumen.  The 
pain  and  tenderness  soon  disappeared ;  patient  gradually  regained 
strength,  and  was  well  enough  to  be  discharged  on  Wednesday,  6th. 
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The  appearance  of  the  woman  when  I  first  saw  her  was  that  of 
a  patient  in  grave  peril  of  speedy  death,  and  in  the  treatment  of 
her  immediate  condition  reliance  was  placed  upon  careful  feeding, 
conjoined  with  the  free  use  of  morphia  hypodermically. 

But,  while  the  principles  of  treatment  were  plain  enough,  the 
question  of  diagnosis  pressed  for  an  answer.     The  case  was  seen 
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with  me  by  some  of  my  colleagues,  and  was  discussed  more  than 
once  with  the  clinical  class. 

Her  previous  good  health  and  the  absence  of  any  antecedent 
symptoms  whatever  rendered  unlikely  the  occurrence  of  perforation 
of  the  bowel,  and  the  peritoneal  symptoms  were  neither  sufficiently 
pronounced  nor  persistent  to  be  in  harmony  with  this  view. 

Examination  by  the  rectum  and  vagina  revealed  nothing 
abnormal  in  the  pelvis,  in  the  uterus  and  its  belongings,  or  in  the 
condition  of  Douglas's  pouch,  and  hence  we  could  scarcely  suppose 
that  any  considerable  haemorrhage  had  happened  from  such  possible 
causes  as  aneurism,  varix  of  the  broad  ligament,  &c.  Hernia  was 
not  forgotten  to  be  looked  for. 

Taking  into  consideration  the  sex  of  the  patient,  the  fact  of 
serious  symptoms  supervening  instantaneously  upon  a  muscular 
exertion,  the  sensation  of  something  having  given  way  on  the  left 
side,  coupled  with  the  localised  tenderness  and  dulness  in  the  left 
iliac  fossa,  I  think  that  the  most  plausible  explanation  of  the  case 
is  that  the  woman  suffered  rupture  of  a  cyst  connected  with  the 
sexual  organs,  notwithstanding  that  there  was  no  history  or 
evidence  of  the  prior  existence  of  such  a  cyst.  A  cystic  tumour  of 
some  size  may  possibly  have  been  in  the  woman's  pelvis  without 
her  knowledge  and  without  causing  her  any  inconvenience. 

Any  kind  of  cyst  may  conceivably  suffer  laceration  by  trau- 
matism, and  we  can  scarcely  pretend  at  present  to  diagnose 
between  the  symptoms  due  to  bursting  of  one  kind  or  other  of  cyst. 

The  symptoms  in  the  case  just  related  nearly  correspond  with 
those  observed  in  the  case  of  a  lady,  aged  twenty-eight,  recorded 
by  Dr.  Wiltshire.  This  lady  had  been  seen  in  Dublin  by  Dr. 
Kidd,  who  confirmed  a  previous  diagnosis  of  ovarian  cyst.  While 
in  London  in  1879,  three  weeks  after  convalescence  from  a  severe 
attack  of  typhoid  fever,  she  suffered  from  traumatic  rupture  of  her 
ovarian  tumour,  brought  on  by  a  sudden  and  severe  blow  of  the 
sharp  corner  of  the  open  door  of  a  hansom  cab.  Symptoms  of 
peritonitis  followed  upon  a  condition  of  extreme  collapse  ;  however, 
she  made  an  excellent  recovery,  and  when  examined  by  Dr.  AVilt- 
shire  a  year  subsequent  to  the  accident  she  was  in  good  health, 
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and  scarcely  a  trace  of  the  tumour  was  to  be  felt.  But,  without 
pressing  the  point  too  far,  it  may  be  reasonably  surmised  that  the 
cyst  in  the  case  I  have  narrated  was  of  parovarian  origin. 

Parovarian  cysts  are  commonly  unilocular,  their  walls  are  thinner 
than  those  of  ovarian  cysts,  and  hence  they  are  the  more  liable 
to  rupture  from  comparatively  slight  causes  independently  of  de- 
generative changes  in  the  wall  of  the  cyst. 

Professor  Gairdner  has  published  an  extremely  interesting  case 
(Brit.  Med.  Journ.,  Feb.  20,  1876),  which  exhibits  some  analogy 
to  mine,  and  in  Avhich  he  had  the  opportunity  of  verifying  the 
facts  post  mortem.  A  large  parovarian  cyst  ruptured.  Sixteen 
months  subsequently  the  patient  died  of  Bright's  disease,  and  at 
the  autopsy  the  shrunken  parovarian  cyst  was  found,  and  the 
place  of  its  rupture  detected.  There  was  no  evidence  of  peri- 
tonitis having  ever  occurred — in  short,  so  far  as  the  tumour  was 
concerned  the  cure  was  permanent. 

It  is  almost  an  axiom  that  ovarian  cystoma  is  very  rarely  cured 
except  by  ovariotomy,  while  on  the  contrary  there  is  reason  to 
believe  that  recovery  and  a  lasting  cure,  as  in  Gairdner's  case,  are 
not  infrequent  after  rupture  of  parovarian  cysts  has  occurred. 
This  is  in  part  perhaps  explicable  by  the  limpid  feebly  saline 
contents  of  such  cysts  not  proving  so  irritating  to  the  peritoneum 
as  the  viscid  and  more  heterologous  fluid  of  ovarian  tumours. 
Hugnier's  suggestion,  that  some  cases  of  cure  after  rupture  repre- 
sent examples  of  laceration  of  simple  cysts  attached  to  the  uterus, 
may  also  be  borne  in  mind.a 

I  may  take  this  opportunity  of  observing  that  it  appears  to  me 
that  the  earlier  statistics  of  cases  of  rupture  of  abdominal  cysts 
should  be  used  with  caution,  since  it  is  only  within  recent  years 
that  ovarian  and  parovarian  tumours  have  been  discriminated  from 
each  other,  and  it  is  probable  that  there  are  important  differences 
in  the  natural  history  of  the  two  classes  of  tumour.5 

a  Cf.  Sir  J.  Simpson.  Obstetric  Memoirs,  Vol.  I.,  p.  247.  1855.  Also  a 
paper  by  Hammarsten  on  "  Metalbumin  und  Paralbumin."  Zeitschrift  fur 
physiologische  Chemie,  Band  VI.,  p.  194. 

b  Cf.  Dr.  Granville  Bantock  on  the  Pathology  of  certain  so-called  Unilocular 
Ovarian  Cysts.     Trans.  Obstetr.  Soc,  London,  1874.     Vol.  XV. 
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[Read  in  the  Obstetrical  Section  February  22,  1884]. 

Stone  in  the  bladder  of  women,  though  of  rather  infrequent 
occurrence,  is  met  with  sufficiently  often  to  make  it  incumbent  on 
the  surgeon  to  sound  the  bladder  in  all  cases  where  there  may  be 
anything  in  the  symptoms  indicative  of  vesical  trouble.  No  doubt 
the  bladder  is  constantly  affected  sympathetically  in  cases  of  disease 
of  the  urethra,  vagina,  uterus,  kidneys,  and  rectum,  and  their 
surrounding  parts ;  but  sounding  the  female  bladder  is  easily  done, 
occupies  but  a  few  seconds,  causes  little  or  no  pain,  and  leaves  no 
injurious  results.  If  no  stone  be  found,  attention  can  then  be 
directed  more  definitely  to  other  organs ;  and  if  one  be  found,  the 
true  nature  of  the  case  is  at  once  established.  The  ordinary 
uterine  sound  suits  perfectly  for  exploring  the  female  bladder. 
It  can  be  used  during  a  vaginal  examination — the  patient  lying  on 
the  side,  in  the  usual  obstetric  position,  without  creating  any  alarm, 
or  indeed  anything  being  said  on  the  subject.  In  doubtful  cases, 
where  no  stone  is  detected,  and  the  symptoms  still  tend  to  the 
suspicion  that  there  may  be  one  present,  it  is  well  to  place  the 
patient  on  her  back,  and  if  the  bladder  be  empty  inject  water  into 
it  and  again  pass  the  sound,  but  this  is  rarely  necessary. 

Surgeon-Major  W.  P.  Harris,3,  who,  from  having  been  in  the 
Bengal  Medical  Service,  has  had  very  extended  opportunities  of 
seeing  such  cases,  owing  to  the  great  prevalence  of  calculous 
disease  among  the  natives  of  certain  parts  of  India,  states  that 
"  the  proportion  of  women  operated  on  is  one  to  about  twenty  men." 
The  exact  figures  are  not  given,  but  I  have  no  doubt  the  estimate 
aOn  "  Lithotomy  and  Extraction  of  Stone." 
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is  correct.  I  have  myself  seen  a  very  considerable  number  of  cases 
of  stone  in  the  female  bladder,  and  in  many  of  these  the  true  nature 
of  the  case  had  not  been  discovered  because  the  bladder  had  not 
been  examined. 

There  are  two  methods  of  removing  a  stone  from  the  female 
bladder — through  the  urethra,  or  through  an  opening  made  in  the 
base  of  the  bladder  from  the  vagina.  Many  modern  surgeons 
prefer  the  method  by  incision — Marion  Sims  and  Emmett  have 
both  recommended  it.  The  success  that  has  in  modern  times 
attended  operations  for  vesico-vaginal  fistula  has  had  much  influence 
in  deciding  surgeons  to  adopt  this  method,  along  with  the  appre- 
hension of  incontinence  of  urine  as  a  consequence  of  dilatation  of 
the  urethra.  Two  forms  of  lithotomy  have  been  recommended — 
1st,  through  the  vesico-vaginal  septum ;  2nd,  through  the  urethra, 
laying  it  open  for  about  1^  inch  behind  the  meatus,  and  running 
the  incision,  if  the  size  of  the  stone  require  it,  into  the  bladder. 
The  first  is  certainly  the  better  of  these  operations.  The  sphincter 
should  never  be  touched  if  it  can  by  any  possibility  be  avoided. 
Emmett  specially  recommends  incision  through  the  vesico-vaginal 
septum,  where  there  is  chronic  cystitis  to  any  extent.  In  such 
cases  he  directs  that  the  opening  should  not  be  closed  after 
the  stone  has  been  extracted,  but  left  to  form  a  fistula  so  as  to 
leave  the  bladder  at  rest  till  the  mucous  membrane  recovers  its 
healthy  condition.  The  success  of  the  method  of  treating  chronic 
cystitis  by  the  establishment  of  a  fistula  lends  much  weight  to  this 
recommendation  in  aggravated  cases  of  cystitis,  but,  as  a  rule,  the 
lining  membrane  of  the  bladder  gets  into  a  healthy  condition  very 
rapidly  after  the  stone  has  been  removed,  and  the  establishment  of 
a  fistula  is  very  rarely  necessary. 

Dilatation  of  the  urethra  is  the  oldest  method  of  removing 
calculi  from  the  female  bladder.  It  is  objected  to  because  of  the 
risk  of  incontinence  of  urine,  but  as  practised  of  late  the  risk  of 
this  is  really  very  little.  I  have  dilated  the  urethra  very  frequently, 
and  am  not  at  all  sure  that  in  any  case  permanent  incontinence 
followed  in  consequence.  In  one  case  in  which  I  dilated  for 
excessive  irritability  of  the  bladder  there  has  been  some  amount  of 
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incontinence,  but  it  was,  in  the  opinion  of  Dr.  Swan,  whose  patient 
the  lady  was,  due  to  spinal  disease  and  not  to  the  operation.  In 
one  case,  instead  of  incontinence,  there  was  retention  for  several 
days,  requiring  the  use  of  the  catheter,  though  Dr.  Robt.  M'Donnell 
and  I  each  passed  a  finger  into  the  bladder  several  times. 

Professor  Humphrey,  of  Cambridge,  has  related  in  the  Lancet  for 
1864  five  very  remarkable  cases  showing  the  freedom  with  which 
the  urethra  may  be  dilated  so  as  to  permit  the  extraction  of  very 
large  calculi. 


Case  1,  set.  53 — stone  weighed  5ii.  &  gr  x.     Retention  perfect — 5  hours. 
„     2,   „       3  „         5ii.  9xii.  ,,  5  days. 

„     3,   „      4 
„     4,  „      5 

.,     5,  „    12 


„         ohiss.  } 

„         5ii-       >  Recovered  quickly  and  completely. 
3j.  5j.  ) 


In  this  last  case  the  stone  measured  in  its  smallest  circumference 
3  inches,  and  in  its  largest  4^. 

A  still  more  remarkable  case  was  related  at  the  meeting  of  the 
British  Medical  Association  in  Cambridge  by  Mr.  Bullon,  of 
Ipswich,  in  which  a  stone  weighing  7  oz.  was  extracted  through 
the  urethra  of  a  girl  aged  fourteen.  It  broke  down  under  the 
forceps,  and  was  removed  in  pieces.  The  girl  was  able  to  retain 
water  next  day,  and  had  no  incontinence. 

There  are  two  methods  of  dilating  the  urethra — slow  dilatation 
and  rapid.  Both  have  been  combined  with  incision  of  the  urethra 
from  within  outwards  throughout  its  entire  length,  taking  care  not 
to  go  through  the  whole  thickness  of  the  canal.  By  some  operators 
the  orifice  of  the  canal  has  been  completely  divided  as  a  preliminary 
step.  Various  instruments  have  been  devised  for  effecting  the 
dilatation,  such  as  Weiss',  which  consists  of  parallel  bars  that  can 
be  separated  by  a  screw  action  after  they  have  been  introduced. 
This  may  be  used  for  slow  dilatation  or  rapid.  It  may  be  used 
day  after  day  and  the  dilatation  effected  gradually,  or  it  may  be 
done  at  one  sitting,  as  recommended  by  Mr.  Bryant.  The  advan- 
tages of  rapid  dilatation  are  well  shown  by  Mr.  Bryant  in  his 
paper  in  the  "  Medico-Chirurgical  Transactions."  Of  28  cases  he 
has  tabulated,  the  dilatation    was  effected  slowly  in   13,  in  4  of 
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which  incontinence  followed,  and  in  15  it  was  effected    rapidly, 
and  in  none  of  these  was  there  incontinence. 

Professor  Humphreys  preferred  the  slow  dilatation.  I  have 
already  referred  to  the  great  success  he  obtained.  He  uses  pieces 
of  catgut  bougie  introduced  alongside  of  a  silver  catheter.  Sponge 
tents  have  also  been  used.  In  a  case  we  had  in  the  Coombe 
Hospital  many  years  ago  Dr.  Sawyer  used  parallel  pieces  of  sea- 
tangle,  and  was  able  to  remove  a  very  large  stone,  but  permanent 
incontinence  ensued. 

Sir  Philip  Crampton  advocated  rapid  dilatation  combined  with 
incision,  and  invented  an  instrument  for  the  purpose.  Of  the 
many  plans  of  carrying  out  this  mode  of  operation,  I  believe  his 
was  the  best.  He  believed  the  sphincter  to  arise  from  the  arch  of 
the  pubes  ;  and  that  the  fibres  pass  down  in  parallel  lines  to  the  neck 
of  the  bladder,  and  these  diverge  from  one  another  to  surround  it. 
His  idea  was  to  separate  there  fibres  without  dividing  them,  and 
the  instrument  he  invented  for  this  purpose  consisted  of  two  arms 
of  hard  wood,  which,  when  closed,  formed  a  somewhat  conical 
dilator,  and  which  could  be  opened  by  the  action  of  a  screw ;  the 
upper  arm  is  grooved  on  its  upper  surface,  and  along  this  groove 
a  blade  can  be  inserted  so  as  to  cut  towards  the  symphysis  pubis,  I 
when  it  was  pushed  into  the  bladder.8,  I  have  used  this  instru- 
ment in  a  case  of  irritable  bladder  that  I  believed  to  depend  on  a 
fissure  at  the  internal  orifice,  but  without  very  satisfactory  results — 
perhaps  because  it  only  separated  the  fibres  and  did  not  divide 
them. 

All  modern  surgeons  who  operate  by  the  urethra  prefer  rapid 
dilatation  without  incision.  This  may  be  done  with  Weiss' 
instrument  or  with  the  finger,  the  patient  being  under  the  influence 
of  an  ana*sthetic.  Weiss'  instrument  may  be  passed  into  the 
bladder  and  dilated  rapidly,  but  the  edges  of  the  arms  are  liable, 
when  expanded,  to  cut  the  mucous  membrane. 

To  obviate  this  Mr.  Bryant  covers  them  with  india-rubber,  but 
dilatation  with  the  linger,  as  recommended  by  Mr.  Christopher 
Heath,  has  always  appeared  to  me  a  safer  and  better  operation. 

a  Dubois  was  first  to  recommend,  and  Callot  to  practise,  the  incision  upwards. 
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The  patient  being  brought  under  the  influence  of  an  anaes- 
thetic, is  placed  in  the  lithotomy  position,  and  the  hands  and 
feet  tied  together.  Then,  according  to  Mr.  Heath,  a  director  is 
passed  into  the  bladder.  I  prefer  a  probe,  believing  the  edges  of 
a  grooved  director  are  liable  to  cut  the  mucous  membrane.  The 
finger  is  then  gradually  passed  into  the  bladder  by  a  semi-rotary 
motion,  the  probe  or  director  being  used  as  a  guide,  so  as  to  avoid 
making  a  false  passage.  A  large-sized  bougie  may  be  passed  first, 
then  the  little  finger,  and  afterwards  the  index  finger. 

A  few  minutes  will  suffice  to  do  this.  The  size  and  character  of 
the  stone  may  now  be  ascertained.  If  it  be  not  very  large,  the 
lithotomy  forceps  may  be  passed  in,  the  stone  seized,  and  with- 
drawn, its  position  having  been  fixed  by  the  .finger,  so  that  it  could 
be  seized  in  its  shortest  diameter.  If  the  stone  be  too  large,  then 
it  must  be  broken  down,  and  for  this  purpose  the  crusher  devised 
by  Mr.  Erichsen  for  breaking  the  stone  after  lithotomy  in  the  male, 
or  an  instrument  of  that  description,  answers  better  than  the 
lithotrite.  It  can  be  passed  in  the  same  way  as  the  forceps,  the 
position  of  the  stone  having  been  clearly  ascertained  by  the  finger, 
and  the  stone  seized  and  broken.  If  necessary,  a  finger  in  the 
vagina  will  aid  in  the  seizing  of  it.  If  the  stone  consist  of  the 
triple  phosphates,  as  large  stones  usually  do,  it  will  break  down 
with  great  ease.  Whether  a  mulberry  calculus  could  be  broken  in 
this  way,  I  cannot  say ;  but  they  are  seldom  so  large  as  to  require 
to  be  broken.  After  breaking  the  stone  and  removing  all  the  frag- 
ments with  the  forceps  and  the  finger,  the  bladder  should  be  washed 
out,  which  may  be  done  with  an  ordinary  catheter  and  syringe. 

The  stone  I  exhibit  was  removed  in  the  manner  described  on 
7th  Nov.  last,  when  I  had  the  assistance  of  Sir  George  Porter,  Dr. 
Poole,  and  Dr.  F.  W.  Kidd.  On  the  9th  the  patient  was  able  to 
retain  water,  and  complete  control  over  the  bladder  was  soon 
obtained,  and  all  vesical  trouble  disappeared. 

After  maceration  for  several  days  and  repeated  washing  and 
drying,  the  fragments  weighed  rather  more  than  one  and  a  half 
ounces. 

[Since  this  paper  was  read  (Feb.  22)  I  again  saw  the  patient 
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(21st  April).  She  then  complained  of  incontinence  of  urine  while 
walking.  On  examination  X  found  a  small  fistulous  opening  in 
the  course  of  the  urethra,  which,  however,  caused  so  little  incon- 
venience that  she  would  not  allow  it  to  be  closed.  In  another  case 
on  which  I  operated  on  16th  July,  1884,  I  used  Hegar's  dilators 
for  the  preliminary  dilatation  with  very  good  effect.] 


SPASMODIC   DYSMENORRHEA. 
By  H.  MACNAUGHTON  JONES,  M.D.,  F.R.C.SJ.  &  Edinb.  ; 

Examiner  in  Midwifery,  Royal  University. 
[Read  in  the  Obstetrical  Section,  February  22,  1884.] 

There  is  a  variety  of  dysmenorrhoea  which  has  been  called  spas- 
modic, and  in  which  it  is  assumed  that  spasm  of  the  uterine 
muscular  fibres  around  the  isthmus  uteri  plays  the  most  important 
part  in  the  production  of  the  pain.  We  are  all  familiar  with  the 
ideas  associated  with  the  term  "  obstructive  dysmenorrhoea."  I 
speak  of  "  obstructive  "  as  distinct  from  "  atresic  " — i.e.,  more  or 
less  of  mechanical  obstruction  to  the  menstrual  flow  due  to  con- 
genital or  acquired  contraction  or  partial  occlusion  of  the  uterine 
canal.  I  do  not  refer  to  atresia  of  any  part  of  the  genital  tract, 
whether  of  Fallopian  tube,  uterus  or  vagina,  or  imperforate  hymen. 
The  two  conditions  must  always,  both  for  etiological  and  clinical 
considerations,  be  kept  distinct.  The  forms  congestive  and  obstruc- 
tive touch  each  other  closely  both  from  a  pathological  and  clinical 
point  of  view.  Congestion  leads  to  obstruction.  Impediment  to 
free  flow  tends  to  congestion.  Contraction  of  the  uterine  canal  is 
a  result  common  to  both  the  congestion  that  follows  a  version  and 
flexion,  a  hyperplastic  effusion,  a  growing  fibroid,  an  inflam- 
matory state  of  the  endometrium.  More  of  the  nature  of  an 
obstacle  to  discharge  is  the  presence  of  a  small  polypus.  Trau- 
matic contraction  gives  us  the  same  results  when  it  occurs  from 
operative  interference  or  rash  therapeutical  applications.  These 
varieties  of  dysmenorrhoea  are,  I  think,  rightly  distinguished  from 
that  which  is  the  consequence  of  stenosis  associated  with  con- 
genital malformation  of  the  uterus,  giving  us  the  characteristic 
conical  cervix  and  pin-hole  aperture,  or  any  of  its  varieties,  or 
the  imperfectly  developed  uterus  with  short  cervix.     Yet,  as  we 
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are  classifying  a  symptom  and  not  a  pathological  condition,  we 
must  be  satisfied  to  include  this  frequently  occurring  misfortune 
under  the  heading  of  "  obstructive."  Obviously  it  is  scientifically 
inaccurate. 

For  my  part  I  prefer  the  classification   of  dysmenorrhoea  as 
given  below. 

Congestive  (a) 


Uterine         < 


Atresic 


Ovarian 

.Neuralgic  (o) 

Congestive  (a) 
Obstructive  (b) 
Inflammatory  (c) 

Due  to  congenital  malformation  (d) 
Due  to  flexion  of  uterus  (e) 
Due  to  blood  states  (/) 
Atresia  of  Fallopian  tube 
,,         uterine  canal 
„         vagina 
„         vulvar  orifice 
Membranous — A  special  form  of  uterine  dysmenorrhoea. 
Thus,  uterine  "  congestive "  would  include  simple  congestive 
conditions,  plethoric  states ;   "  obstructive,"  such  impediments  as 
polypus  and  fibroid  tumours,  traumatic  contraction ;  "  inflamma- 
tory " — endometritis,  metritis  ;  congenital  malformations,  causing 
stenosis  of  os  and  cervix  ;  flexions  and  versions,  causing  stenosis  ; 
blood  states,  as  anaemia,  chlorosis,  and  other  depraved  conditions. 

Now  it  is  noticeable  that  I  have  not  included  here  a  subdivision 
under  the  title  of  which  this  paper  is  written.  And  this  brings 
me  to  these  questions — 

1.  Is  there  such  a  distinct  cause  of  the  dysmenorrhoea  in  uterine 
spasm  as  to  warrant  our  regarding  this  uterine  contraction  as  a 
special  form  of  painful  menstruation,  and  either  pathologically  or 
clinically  distinguishable  from  other  forms  ? 

2.  Is  it  correct  to  assert  that  the  pain  has  its  source  altogether 
in  the  uterine  spasm  and  not  in  the  mechanical  effects  of  con- 
gestive closure,  contraction  of  the  canal  from  flexion,  or  congenital 
stenosis  ? 
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The  truth  of  the  mechanical  theory  of  the  pain  of  dysmenor- 
rhcea  has  been  altogether  disputed  by  our  very  eminent  Scotch 
gynaecologist,  Dr.  Matthews  Duncan.  A  glance  at  his  work  on 
"  Diseases  of  Women,"  and  a  perusal  of  the  characteristically 
vigorous  language  with  which  he  disputes  the  mechanical  source 
of  the  pain,  and  obstruction  as  a  cause  of  the  dysmenorrhoea,  will 
satisfy  anyone  how  settled  are  his  views  on  the  subject.  Briefly 
Dr.  Duncan's  view  may  be  summarised  thus  : — 

"  The  most  characteristic  form  of  dysmenorrhoea  is  spasmodic ;" 
it  is  "  of  the  nature  of  a  neurosis ;"  is  synonymous  with  neuralgic, 
and  is  "  in  its  essence  "  due  to  "  morbid  contractions  of  the  uterus, 
occurring  in  connexion  with  menstruation."  These  contractions 
are  clonic ;  they  "  come  in  pangs,"  and  when  the  pain  is  incessant 
it  is  because  the  uterine  contraction  is  tonic.  He  regards  as 
analogous  diseases  the  after-pains  of  pregnancy  and  spasmodic 
asthma.  "  Nothing  can  be  more  erroneous,"  he  thinks,  than  the 
statement  "  that  flexion  of  the  passage  obstructs  the  discharge  of 
blood." 

He  is  satisfied  that  it  is  bad  pathology  that  regards  an  extreme 
flexion  as  the  cause  of  damming  up  of  blood  in  the  body  of  the 
uterus,  and  the  usual  consequences  that  follow  from  such  blood 
accumulation.  The  fact  that  a  woman  has  not  violent  dysmen- 
orrhoea after  the  first  two  days  of  menstruation  as  a  rule,  Dr. 
Duncan  looks  on  as  subversive  of  the  mechanical  theory.  Its 
periodicity  and  the  influence  of  climate  on  the  pain,  he  thinks,  still 
further  upset  the  obstruction  theory.  In  short,  he  ignores  the 
influence  of  flexion,  version,  pin-point  os  uteri,  stenosis  in  producing 
the  dysmenorrhoea.  If  these  views  be  correct,  obviously  much  of 
the  modern  teaching  is  erroneous,  and  must  be  abandoned.  I  have 
to  confess  that  Dr.  Duncan's  reasoning  has  not  so  far  convinced 
me.  I  rather  see  in  spasm  a  consequence  of  a  pathological  con- 
dition. 

There  still  is,  to  my  view,  a  strong  analogy  between  the  pain 
in  urethral  obstruction,  the  result  of  urethral  congestion,  stric- 
tured  conditions,  gouty  urethritis,  and  in  gonorrhceal  inflamma- 
tion, as  in  the  cervical  canal  it  is  not  necessary  that  there  should 
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be  any  considerable  contraction  to  produce  spasmodic  closure.  We 
can  pass  a  large-sized  bougie  through  the  urethra  of  a  patient  who 
a  minute  before  could  not  pass  a  drop  of  urine.  The  pain  is  the 
pain  of  retention.  Even  though  there  be  recurrence  of  the  spas- 
modic condition  when  we  remove  the  obstruction  (in  this  case  some 
congestion  and  spasm)  the  pain  disappears.3. 

Then  we  have  the  irritation  of  a  gouty  blood  current  causing 
spasmodic  closure  of  the  urethra,  and  producing  obstruction.  It 
is  periodical,  and  is  relieved  by  diet  and  hygienic  measures.  But 
even  if  there  be  no  considerable  obstruction,  and  simply  an 
abnormal  condition  of  the  tissues  and  nerves  of  a  sensitive  part, 
acute  reflected  pain  may  occur  elsewhere.  Witness  severe  urethral 
pain  with  haemorrhoids  and  remote  pains  in  the  extremities  from 
stricture  of  the  urethra.  In  asthma,  instanced  by  Dr.  Duncan, 
the  pain  or  distress  is  distinctly  caused  by  the  impeded  blood 
current,  and  we  have  to  look  altogether  beyond  the  phenomenon 
of  spasm  for  the  proximate  cause  of  the  obstruction.  It  is  true 
that  certain  uterine  contractions  are  painful,  but  all  are  not  so,  as, 
for  example,  the  contractions  of  the  uterus  which  occur  throughout 
pregnancy,  and  which  the  woman  is  unconscious  of.  These  are 
purely  physiological  contractions ;  they  are  not  the  pathological 
ones  of  the  patient  suffering  from  dysmenorrhoea,  or,  for  the 
matter  of  that,  the  after-pains  of  labour  in  which  we  often  have 
obstruction  and  where  there  is  a  foreign  body  to  be  expelled.  But 
are  they  morbid  ?     Are  those  of  labour  morbid  ? 

In  those  very  exceptional  cases  in  which  we  can  on  examination 

a  I  am  quite  aware  that  various  degrees  of  flexion  are  at  times  to  be  met 
with  in  women  who  have  never  suffered  from  dysmenorrhoea.  This  day  I  have 
seen  such  a  case.  A  lady,  aged  thirty-one,  married  nine  years  ;  two  early 
abortions  shortly  after  marriage  ;  has  continued  regular  both  in  quantity  and 
periodicity  of  discharge  since  ;  has  never  since  she  was  sixteen  been  irregular, 
nor  has  she  at  any  time  suffered  pain.  Her  husband,  a  medical  man,  induced 
her,  for  the  first  time,  to  submit  to  an  examination  to  ascertain  if  there  existed 
any  cause  for  the  sterility.  She  is  highly  nervous.  On  examination  I  found 
a  rather  sharp  anteflexion  of  the  uterus,  which  was  evidently  of  old  standing. 
I  could  only  make  a  digital  and  bimanual  examination,  but  I  was  able  to 
satisfy  myself  that  the  uterus  was  not  enlarged,  nor  was  it  sensitive.  The  os 
was  normal.  Here  the  flexion  had  not  caused  congestion,  or  obstruction,  or 
apparently  any  local  derangement  of  the  uterine  nerves. 
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find  no  abnormal  state  to  explain  the  dysmenorrhcea,  we  may  feel 
certain  that  it  is  for  the  simple  reason  that  we  have  not  been  able  to 
discover  it.  The  subtle  relationship  of  ovary  and  uterus  is  sufficient 
to  account  for  sympathies  and  reflex  acts  that  we  can  find  no  phy- 
sical explanation  of.  Even  Dr.  Duncan  will  allow  that  it  is  the 
exception  to  meet  any  severe  case  of  spasmodic  dysmenorrhea 
without  some  attendant  abnormal  state  of  the  uterus  or  ovary  to 
explain  it.  Malformed  cervix,  contracted  cervical  canal,  congeni- 
tally  small  uterus,  and  one  in  which  a  healthful  act  of  ovulation 
fails  to  find  its  external  physiological  expression  in  the  proper 
menstrual  flow  ;  the  glairy  plug  of  endometritis  ;  the  uterus  flexed, 
hyperplastic  and  hypertrophied,  or  imprisoned  by  a  cellular  effusion 
or  the  contractions  resulting  therefrom — all  are  found  associated 
with  the  spasm.  For  these  and  other  reasons,  which  I  do  not  stay 
to  give  here,  I  believe  the  term  "  spasmodic  dysmenorrhcea  "  to  be 
misleading  and  unscientific.  I  still  adhere  to  the  opinion  I  have 
always  expressed  to  students,  that  spasm  is  an  accessory  symptom 
in  most  forms  of  dysmenorrhcea.  That  it  accompanies  the  pain  is 
true,  but  that  it  is  the  consequence  of  the  depraved  blood,  the 
irritable  nerve,  the  abnormal  tissue,  the  contracted  canal,  the 
mechanical  obstruction  of  polypus  and  fibroid,  and  the  inflamed 
endometrium  is  likewise  true.  But  when  we  come  to  ask  what 
light  does  treatment  throw  on  this  affection,  I  think  every  thera- 
peutical step  we  take  tends  to  prove  the  obstructive  theory. 
Dilatation  of  the  canal  by  tent  or  bougie,  division  of  the  cervix, 
and  the  posterior  section  of  Sims,  the  relief  afforded  by  galvanism, 
by  suitable  intrauterine  stems,  by  such  a  medicine  as  apiol,  and 
various  other  therapeutical  means — all  tend,  I  maintain,  to  support 
the  older  view  of  this  diseased  symptom  being  the  consequence  of 
any  or  several  of  the  pathological  states  before  referred  to. 

Mechanical  dilatation  for  this  "  non-mechanical "  condition  Dr. 
Matthews  Duncan  heartily  advocates.  Here  I  quite  agree  with 
him.  And  I  believe  that  in  suitable  bougies  we  have  the  most 
perfect  means  of  securing  safe  and  rapid  dilatation  of  the  uterine 
canal.  Those  I  have  the  honour  of  exhibiting  to  the  Academy  are 
made  of  solid  metal  (pewter) ;  they  are  soft,  curved  to  a  part  of 
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circle  of  25  centimetres  diameter.3  They  increase  in  size,  both  in 
bulb  and  belly,  in  relative  ratio,  from  a  bulb  of  8  millimetres  and 
a  belly  of  11  millimetres  to  a  bulb  of  29  and  a  belly  of  59.  The 
handle  screws  on,  and  in  no  way  interferes,  as  it  has  a  perineal 
curve.  Each  bougie  has  its  size  marked  on  the  instrument. 
They  possess  these  advantages  over  Hegar's : — 

1.  They  are  easier  of  insertion  and  easier  of  manipulation. 

2.  The   momentum   gained  by  the  weight  of    the  metal  is  of 
advantage. 

3.  They  can  be  moulded  to  any  shape  at  the  will  of  the  operator. 
I  believe  the  time  is  approaching  when  tents,  sea-tangle,  and 

tupelo  will  be  entirely  discarded  for  forcible  dilatation. 

a  They  are  now  made  in  sets  by  all  instrument  makers,  and  can  be  had  of 
Messrs.  Maw  &  Son,  London. 


NOTES    OF    A    CASE    OF    INCONTINENCE    OF 
URINE  FROM  MALFORMATION. 

By    T.    MORE    MADDEN,    M.D.,    F.R.C.S.E.; 

Obstetric  Physician,  Mater  Misericordiae  Hospital  ; 
Physician,  St.  Joseph's  Hospital  for  Sick  Children,  Dublin. 

[Read  in  Obstetrical  Section,  March  21,  1884.] 

Incontinence  of  urine,  although  so  common  and  generally  curable, 
is  (even  under  ordinary  circumstances)  worthy  of  more  considera- 
tion than  is  usually  accorded  to  it.  In  many  cases  within  my  own 
experience  this  complaint  has  proved  intractable  to  medical  treat- 
ment. Nor  does  time — that  great  panacea  for  most  chronic 
diseases — as  generally  affect  a  cure  as  some  writers  contend.  In 
such  cases  this  complaint  may  become  of  very  serious  consequence, 
and  I  have  myself  known  instances  in  which  lives  have  been 
rendered  miserable,  and  prospects  of  success  or  happiness  completely 
marred  by  this  unfortunate  ailment.  On  the  present  occasion,  how- 
ever, I  desire  merely  to  confine  my  remarks  to  a  cause  of  incon- 
tinence of  urine  which  I  have  not  seen  noticed  by  any  writer,  and 
which  is  exemplified  by  a  case  under  my  care. 

In  this  instance  the  patient  is  a  youug  lady,  at  present  in  her 
sixteenth  year,  about  whom  I  was  first  consulted  several  years 
since.  She  was  then  going  abroad,  and  as  there  was  nothing 
particular  in  the  history  given  to  me  I  merely  regarded  and  treated 
it  as  an  ordinary  case  of  incontinence  of  urine,  prescribing  iron 
and  belladonna,  blisters  to  the  sacrum,  &c.  No  benefit  followed 
this  plan  of  treatment,  and  for  some  years  I  lost  sight  of  her.  She 
was  first  sent  to  a  school  in  Belgium,  where  the  incontinence  of 
urine  became  so  troublesome  to  herself  and  so  unpleasant  to  those 
about  her  that  she  had,  after  a  short  time,  to  be  removed  to  another 
school,  and  again  to  another,  with  the  same  result.     She  was  then 
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brought  to  London  for  medical  treatment ;  and  after  being  under 
the  care  first  of  one  and  then  another  eminent  surgeon,  remained 
in  the  same  condition  as  before.  Ultimately,  she  returned  to 
Dublin,  and  was  again  placed  in  my  care.  As  the  flow  of  urine 
was  now  incessant,  although  at  the  same  time  she  had  power  of 
retaining  and  voiding  a  small  quantity  of  urine  at  regular  intervals, 
I  suspected  some  malformation,  and  accordingly  proposed  an 
examination.  In  this  I  had  the  advantage  of  Dr.  Kidd's  assist- 
ance. She  was  placed  under  chloroform,  and  we  convinced  our- 
selves— first,  that  the  bladder  had  power  of  retaining  a  considerable 
amount  of  urine  ;  secondly,  that  there  was  no  fistulous  communica- 
tion between  the  bladder  and  vagina ;  and,  lastly,  we  ascertained 
(after  a  long  examination)  that,  about  half  an  inch  above  the 
meatus  urinarius,  there  was  a  minute  orifice  from  which  urine  was 
continually  escaping,  but  which  was  almost  completely  concealed 
by  the  rugae  of  the  vaginal  mucous  membrane.  We  traced  this 
passage  by  a  small  catheter  upwards  between  the  urethra  and 
bladder,  and  above  this.  The  length  of  the  canal  and  the  con- 
stant dribble  of  urine  were  sufficient  to  distinguish  it  from  the 
duct  of  the  Wolffian  body,  or  Gaertner's  duct,  or  from  the  peri- 
urethral duct  recently  discovered  by  Dr.  Schuler,  of  Berlin.  The 
latter  states  that,  between  the  longitudinal  folds  of  the  urethral 
mucous  membrane  that  converge  towards  the  meatus,  numerous 
pores  and  depressions  may  be  found.  On  each  side  of  the  middle 
line  posteriorly  lies  a  ring  of  mucous  membrane  surrounding  the 
orifice,  into  which  a  sound  of  from  1  to  4  millimetres  in  diameter 
can  be  passed  for  from  ^  a  centimetre  to  2^  centimetres  upwards. 
This  duct,  which  is  dual,  was  found  by  Dr.  Schuler  in  subjects  of 
every  age.  On  horizontal  section  it  appears  as  a  slit  with  a 
contour  more  or  less  irregular,  and  is  ti'aceable  to  its  termination 
above  in  a  gland  made  up  of  a  collection  of  small  short  tubules.  In 
the  case  now  reported,  however,  there  could  be  no  question  that 
the  orifice  discovered  near  the  meatus  was  quite  distinct  from  the 
duct  of  Schuler.  This  was  proved  by  the  anatomical  character  of 
the  parts  forming  the  orilice,  as  well  as  by  the  length  and  permea- 
bility of  the  duct  and  the  escape  of  urine  through  it. 
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The  conclusion  arrived  at  was  that  we  were  dealing  with  an 
instance  of  malformation  and  malposition  of  the  right  ureter. 
Accordingly,  we  suggested  an  operation  to  establish  a  communica- 
tion between  the  ureter  and  bladder,  and  to  close  the  external 
orifice  of  the  former.  At  the  same  time  we  placed  before  the 
friends  of  the  patient  the  possible  risks  as  well  as  the  chances  of 
success  of  the  proposed  operation.  As  the  case  is  still  stibjudice, 
I  have  ventured  to  bring  it  forward,  not  only  on  account  of  the 
interest  and  rarity  of  the  condition  described,  but  also  to  seek  from 
the  members  of  the  Academy  present  any  hint  that  their  experience 
may  suggest,  and  by  which  its  treatment  may  be  facilitated. 


REPORT   OF    THE    ROTUNDA    HOSPITAL   FOR 
THE  YEAR  ENDING  NOVEMBER  3,  1883. 

By  ARTHUR  V.  MACAN,  M.B., 

Master  of  the  Hospital 

[Read  in  the  Obstetrical  Section,  April  25,  1884.] 

The  Report  of  the  Rotunda  Hospital,  which  I  have  the  honour  of 
bringing  before  the  Academy  to-night,  will  deal  chiefly  with  the 
application  of  Listerism,  or,  if  anyone  likes  the  term  better,  of 
antiseptics,  to  midwifery. 

It  is  now  many  years  since  I  became  a  believer  in  the  theory — 
first  enunciated  by  Semmelweiss,  in  1847 — that  puerperal  fever  is 
caused  by  the  absorption  of  animal  matter  in  a  state  of  decomposi- 
tion. Such  a  belief  makes  the  position  of  Master  of  a  large 
Lying-in  Hospital  like  the  Rotunda  a  most  anxious  one.  For  if 
puerperal  fever  be  due  to  the  absorption  of  septic  matter,  it  is  pre- 
ventable ;  and,  should  it  occur,  one  must  be  ready  to  acknowledge 
that  its  presence  is  due  either  to  ignorance  of  the  precautions 
necessary  to  prevent  such  an  occurrence,  or  to  failure  in  seeing 
that  such  precautions  are  rigorously  carried  out. 

Hence,  though  thoroughly  aware  that  antiseptics  had  been  suc- 
cessfully introduced  into  many  of  the  Lying-in  Hospitals  on  the 
Continent,  with  the  result  of  greatly  decreasing  the  puerperal 
mortality,  I  was  doubtful,  when  first  appointed  to  the  hospital, 
whether  I  was  myself  thorough  master  of  the  process,  and,  granted 
even  that  I  were,  whether  I  should  be  able  to  see  that  the  necessary 
precautions  were  rigorously  carried  out. 

Before  proceeding  further,  however,  I  will  first  enumerate  the 
antiseptic  precautions  which  had  been  introduced  into  the  hospital 
by  my  immediate  predecessor,  Dr.  Atthill.  These  consisted  chiefly 
in  a  request  to  the  pupils  and  nurses  in  training  to  wash  their  hands 
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with  carbolic  soap  before  examining  patients.  More  recently  a 
vessel  of  carbolic  solution  (1  in  40)  was  left  beside  the  wash-hand 
basins,  and  pupils  were  expected  to  dip  their  hands  into  it  after 
washing  them  with  carbolic  soap.  Prophylactic  antiseptic  vaginal 
injections  had  also  been  extensively  tried,  but  finally  abandoned, 
as  they  did  not  seem  to  give  any  better  results  than  the  purely 
expectant  treatment.  These  measures,  though  excellent,  as  far  as 
they  went,  were  not,  in  my  opinion,  sufficient. 

Now,  in  considering  the  precautions  which  should  be  taken  for 
the  prevention  of  puerperal  fever,  it  is  absolutely  essential  that 
we  should  keep  quite  separate  in  our  minds  the  two  great  classes — 
auto-infection,  where  the  poison  is  generated  within  the  woman, 
and  hetero-infection,  where  the  poison  is  introduced  from  without. 
The  latter  class  is,  under  ordinary  circumstances,  by  far  the  more 
numerous  and  the  more  dangerous,  and  is  generally,  one  might 
almost  say  always,  due  to  inoculation  with  septic  matter  introduced 
by  the  hands  of  those  examining,  or  by  instruments  used  in 
operations.  Our  first  efforts  should,  therefore,  be  directed  to  the 
thorough  disinfection  of  every  hand  and  instrument  likely  to  come 
in  contact  with  the  genitals  of  a  woman  during  pregnancy,  labour, 
or  the  puerperal  state.  Whether  the  septic  poison  is  ever  con- 
veyed by  the  air,  is  by  no  means  certain ;  but,  till  it  is  proved 
that  it  is  not,  we  should  endeavour  to  disinfect  it  also.  Even  when 
the  woman  has  escaped  being  infected  during  labour,  she  may  sub- 
sequently be  so  by  the  introduction  of  septic  poison  by  the  nurse 
while  washing  her,  or  by  contact  with  imperfectly  washed  bed- 
clothes or  napkins. 

Hence,  to  a  believer  in  the  theory  of  Semmelweiss,  the  first  and 
most  essential  precaution  necessary  in  a  lying-in  hospital  is  to 
refuse  to  allow  students  who  are  dissecting  to  examine  lying-in 
women.  Hereafter,  when  the  nature  of  the  septic  poison  and 
the  proper  and  most  powerful  method  of  disinfection  are  more 
thoroughly  understood,  this  may,  and  I  trust  will,  become  an  un- 
necessary precaution.  But  with  our  present  knowledge,  and  with 
the  endless  proofs  that  are  at  our  disposal  that  puerperal  fever  has 
frequently  had  such  an  origin,  I  look  upon   it  as  little  short   of 
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criminal  to  allow  a  student  to  walk  from  the  dissecting-room  to  the 
lying-in  chamber.  The  first  rule  I  made,  after  being  appointed 
Master  of  the  Rotunda,  was,  therefore,  that  no  student  who  was 
dissecting  would  be  allowed  to  attend  the  hospital.  But  further, 
in  order  to  make  it  as  easy  as  possible  for  students  and  nurses 
thoroughly  to  disinfect  their  hands  before  examining  any  case  of 
labour,  vessels  containing  a  1  in  40  solution  of  carbolic  acid  were 
placed  over  every  wash-hand  basin,  and  I  personally  instructed 
every  student  who  entered  the  hospital  as  to  the  way  I  thought  it 
necessary  to  wash  the  hands.  The  notice  that  I  now  show  you 
was  also  put  up  in  every  ward : — 

Notice. — Rule — No  one  shall  make  a  vaginal  examination  without  having 
first  washed  the  hands  in  carbolic  acid  solution,  using  a  nail  brush  carefully. 
By  order,  Arthur  V.  Macan,  Master  of  the  Hospital.  November,  1882.  The 
Master  feels  confident  that  the  Pupils  of  the  Hospital  will  assist  bim  in  seeing 
that  this  rule  is  strictly  carried  out."  a 

Moreover,  to  lessen  the  necessity  of  making  vaginal  examina- 
tions, and  thereby  also  the  risk  of  conveying  septic  infection,  each 
student  is  taught  to  palpate  the  abdomen,  and  soon  recognises, 
without  difficulty  except  in  rare  cases,  not  only  what  the  pre- 
sentation is,  but  also  the  exact  position  of  the  child's  head,  back, 
and  limbs.  Also  every  student  or  nurse  who  examines  a  woman 
per  vaginam  has  to  write  his  or  her  name  down  on  her  card,  so  that 
if  she  should  afterwards  prove  to  be  infected,  the  origin  of  the 
infection  may  be  traced.  This  can  readily  be  done,  as  only  four 
students  are  allowed  to  examine  any  given  case.  It  has,  I  think, 
another  very  important  and  good  result — giving  each  student  a  sense 
of  personal  responsibility  for  the  cases  which  he  examines.  If  I  or 
my  assistants  make  a  vaginal  examination,  we  also  enter  our  names 
on  the  patient's  card,  in  order  that  we  may  share  the  responsibility 
should  any  symptoms  of  septic  poisoning  afterwards  show  them- 
selves. As  soon  as  the  child  is  born,  the  woman  is  made  to  lie 
slightly  on  the  back  to  prevent  the  entrance  of  air  into  the  vagina 
or  uterus,  and  there  is  an  absolute  rule  against  touching  the  woman's 

a  After  the  hands  have  been  thoroughly  washed  in  carbolic  acid  solution, 
they  are  now  dipped  for  half  a  minute  in  the  corrosive  sublimate  solution,  1  in 
1,000. 
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genitals  with  the  fingers  after  delivery,  except  in  cases  of  post 
parlum  haemorrhage,  ruptured  perinaaum,  or  retained  placenta,  and 
then  only  by  the  Assistant  Master.  Before  stitching  up  a  ruptured 
perinaeum,  the  vagina  is  injected  with  carbolic  acid  solution  (1  in 
40),  and,  should  it  be  found  necessary  to  introduce  the  hand,  the 
uterus  is  always  washed  out  with  a  similar  solution.*1  In  like  manner 
the  vagina  is  irrigated  and  the  external  genitals  are  carefully  washed 
before  every  operation,  and  the  uterus  is  syringed  out  afterwards, 
and  recently  a  pessary  containing  3  iss.  of  iodoform  has  then  been 
passed  to  the  fundus  and  left  there. 

To  prevent  the  possibility  of  infection  being  carried  by  a  vaginal 
or  uterine  tube,  they  are  all  made  of  glass,  and  a  separate  vaginal 
tube,  such  as  I  now  exhibit,  is  provided  for  every  bed  in  the 
hospital.  These,  when  in  use,  are  kept  in  carbolic  acid  solution, 
and  are  boiled  in  the  same  solution  before  being  again  used  for 
another  patient.  To  guard  against  the  injection  of  air  into  the  vagina 
or  uterus,  which,  besides  being  in  itself  very  dangerous,  is  a  fertile 
source  of  foetid  lochia  and  consequent  auto-infection,  the  old  india- 
rubber  syphon  syringes  have  been  entirely  replaced  by  irrigators, 
which  act  by  gravity ;  and  in  order  to  render  the  air,  if  it  should 
enter  the  vagina,  as  innocuous  as  possible,  carbolic  acid  solution  is 
constantly  evaporated  in  the  wards  day  and  night.  This  latter 
precaution  I  do  not,  however,  look  on  as  very  essential,  and  I 
intend  very  shortly  to  try  if  we  cannot  get  as  good  results  without 
it.  The  old  gum-elastic  catheters  have  also  been  banished  and 
their  places  filled  by  silver  instruments,  which,  both  before  and 
after  being  used,  are  placed  for  a  considerable  time  in  the  hot 
evaporating  carbolic  solution. 

Now,  if  every  person's  fingers  who  examines  a  woman  during 
labour,  and  every  instrument  that  touches  her,  is  quite  free  from 
septic  poison,  we  must  look  on  such  a  person  as  having  so  far 
escaped  hetero-infection.  Hence,  if  the  prophylactic  precautions 
adopted  during  labour  are  sufficient,  there  can  be  no  necessity  for 
any  prophylactic  antiseptic  injections,  whether  vaginal  or  uterine, 

a  For  some  months  past  a  solution  of  corrosive  sublimate,  1  in  2,000,  has 
been  substituted  for  the  carbolic  acid,  with  most  satisfactory  results. 
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in  the  puerperal  state,  and,  as  a  fact,  I  never  allow  them  to  be  used 
either  in  hospital  or  private  practice.  Indeed  I  do  not  even  consider 
it  necessary  to  use  an  antiseptic  solution  for  washing  the  external 
genitals,  which  is  done  twice  daily  with  plain  warm  water,  a  piece 
of  oakum  taking  the  place  of  a  sponge,  a  substitution  the  credit  of 
which  belongs  to  Dr.  Atthill.  Since,  however,  it  is  a  well-ascer- 
tained fact  that  even  healthy  lochia,  if  brought  in  contact  with  the 
genitals  of  a  recently  delivered  woman,  may  produce  fever,  the 
nurses  are  taught  to  avoid,  as  far  as  possible,  any  contact  with  the 
genitals  of  puerperal  women. 

Finally,  in  order  to  lessen  the  chance  of  infection  through  the 
bed-clothes,  napkins  were  for  the  first  time  introduced  into  the 
hospital.  Formerly  a  sheet  was  placed  under  the  woman's  but- 
tocks, folded  in  such  a  way  that  the  four  loose  corners  were 
hanging  over  the  edge  of  the  bed.  As  soon  as  the  woman,  after 
being  delivered  on  the  couch,  was  put  into  her  own  bed,  the  upper- 
most corner  of  this  sheet  was  placed  between  her  legs  to  receive 
the  lochial  discharge.  As  soon  as  this  was  dirty,  the  second  corner 
took  its  place,  and  so  on.  The  washing,  too,  was  so  badly  done 
that  the  stains  left  by  the  lochia  on  the  four  corners  could  often 
be  clearly  seen  when  the  sheets  came  back  from  the  wash.  That 
such  a  condition  of  affairs  must  have  been  a  frequent  cause  of 
foetid  discharge  and  subsequent  auto-infection  is  obvious.  Since 
the  introduction  of  napkins  and  a  more  strict  supervision  of  the 
clothes  returned  from  the  wash,  this  source  of  danger  has,  I  am 
happy  to  say,  been  eliminated. 

Such  are  the  precautions  looked  on  as  necessary  to  guard  patients 
who  come  into  the  Rotunda  from  inoculation  with  septic  matter, 
or  so-called  hetero-infection. 

Before  I  pass  on  to  consider  the  measures  taken  to  prevent  auto- 
infection,  I  would  like  once  more  to  emphasise  the  clinical  dis- 
tinctions between  auto-  and  hetero-infection.  In  the  latter  case 
the  labour  has  been  most  probably  quite  normal — the  patient  a  fine, 
healthy  primipara.  The  symptoms  come  on  suddenly,  within 
about  thirty-six  hours  of  delivery,  aud  at  the  onset  the  discharge 
is  not  foetid.     In  this  case  the  poison  has  been  inoculated  into  the 
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blood  in  the  same  manner  as  the  vaccine  virus  is  in  vaccination,  and 
like  it  also  has  a  very  constant  period  of  incubation.  In  cases  of 
auto-infection,  on  the  contrary,  the  woman  is  most  frequently  a 
multipara,  the  labour  long,  and  perhaps  complicated  with  a  dead 
and  putrid  foetus,  or  with  fibrous  tumour  or  cancer  of  the  uterus, 
or  there  has  been  post  partum  haemorrhage  from  a  badly-contracted 
uterus,  followed  by  the  formation  of  clots,  or  the  retention  of 
portions  of  the  membranes  or  placenta.  The  uterus  being  badly 
contracted,  and  the  abdominal  walls  very  relaxed,  air  enters 
the  vagina,  and  decomposition  of  the  contents  of  the  uterus  is  the 
result.  If  the  foetid  discharge  thus  occasioned  finds  a  free 
escape — if  the  drainage  is,  in  other  words,  perfect,  no  absorption 
takes  place  into  the  system,  and  we  have  the  well-known  clinical 
phenomenon  of  a  foetid  discharge  without  either  a  high  pulse  or 
fever.  But  if,  as  is  more  generally  the  case,  the  escape  of  the 
fluid  is  in  any  way  obstructed,  it  becomes  more  and  more  foetid 
from  the  delay,  and,  being  absorbed  into  the  system,  causes  fever — 
so-called  autogenetic  puerperal  fever.  This  condition,  called 
sapraemia,  or  putrid  absorption,  by  Dr.  Matthews  Duncan,  differs 
in  toto  from  the  hetero-genetic  puerperal  fever,  or  that  due  to 
inoculation  with  septic  matter.  For,  while  the  former  corresponds 
to  fever  due  to  absorption  from  a  badly-drained  wound,  which 
disappears  as  soon  as  the  foetid  accumulation  has  been  removed,  the 
wound  itself  disinfected,  and  free  drainage  established,  hetero- 
infection,  on  the  other  hand,  more  nearly  resembles  the  effects  of  a 
snake-bite,  subsequent  death  or  recovery  being  determined  by  the 
amount  and  virulence  of  the  poison  primarily  introduced  through 
the  wound  into  the  system.  Nor  in  this  case  can  we  hope  for  any 
benefit  to  result  from  the  subsequent  application  of  antiseptics  to 
the  wound,  as  the  poison  has  already  infected  the  whole  system. 

Since,  then,  auto-infection  depends  on  the  absorption  of  putrid 
matter  from  the  interior  of  the  uterus,  there  are  two  conditions 
essential  before  it  can  occur — first,  a  foetid  discharge,  and,  second, 
retention  of  this  discharge  within  the  uterus.  Now,  in  order  that 
the  discharge  should  become  foetid,  I  think  air  must  have  been 
allowed    to  enter   the   uterus.       Hence  the   prophylaxis  of  auto- 
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infection  consists,  first  of  all,  in  preventing  the  entrance  of  air  into 
the  uterus ;  and,  secondly,  in  removing  quickly  any  foetid  accumu- 
lation that  may  have  taken  place  within  the  uterus,  disinfecting  its 
cavity,  and  providing  for  free  drainage.  One  point  of  great 
importance,  in  order  to  prevent  the  entrance  of  air  into  the  uterus 
during  the  third  stage  of  labour,  is  to  make  the  woman  lie  somewhat 
on  her  back  as  soon  as  the  child  is  born.  If  this  be  not  done,  and 
the  pressure  of  the  hand  is  removed  for  a  moment  from  the  fundus, 
the  uterus  falls  downwards,  a  vacuum  is  formed,  into  which,  if  the 
sides  of  the  vulva  from  any  cause,  such  as  ruptured  perinaeum,  are 
not  in  close  apposition,  air  rushes.  There  can  be  no  doubt,  I  think, 
that  for  a  similar  reason  the  position  on  the  back,  or  nearly  on  the 
back,  should  be  maintained  as  much  as  possible  for  some  days  after 
delivery,  and  the  proper  application  of  the  binder,  as  preventing 
a  negative  pressure  in  the  abdomen,  insisted  on.  The  great  laxity 
of  the  abdominal  walls  in  multiparas  and  the  tendency  there  is  to 
imperfect  contraction  of  the  uterus,  will,  I  think,  account  in  great 
measure  for  the  increased  liability  to  putrid  absorption  which  has 
long  been  noticed  in  women  who  have  had  many  children  ;  while  the 
excessive  mortality  in  first  cases  is  readily  explained  by  the  danger 
of  septic  inoculation  into  the  os  during  the  long  dilating  stage,  and 
into  the  ruptured  perinaeum  during  the  third  stage.  Hence  auto- 
infection  is  more  common  in  pluriparae,  hetero-infection  in  first 
cases. 

As  a  means  of  preventing  an  accumulation  taking  place  within 
the  uterus  the  position  on  the  back  is  also  of  importance,  as  the 
intra-abdominal  pressure  is  then  greater  than  when  the  woman  is 
on  her  side,  and  gravity  acts  more  thoroughly.  A  distended 
bladder,  which  prevents  the  uterus  contracting  properly,  should 
also  be  avoided — in  fact,  anything  that  is  known  to  prevent  uterine 
contraction  should  be  removed.  If  the  uterus  be  badly  contracted 
ergot  should  be  given,  and  should  the  discharge  become  foetid  hot 
antiseptic  vaginal  injections  are  indicated,  which  not  only  remove 
the  discharge,  but  cause  the  uterus  to  contract.  If  the  discharge 
be  foetid  and  the  temperature  not  only  becomes  high,  but  remains  so 
for  twenty-four   or  thirty-six  hours,  then  intra-uterine  antiseptic 
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injections  should  be  made,a  and  an  iodoform  pessary  introduced. 
Also,  in  all  cases  where  the  child  is  dead,  and  there  is  the  slightest 
smell,  the  uterus  should  be  washed  out  with  corrosive  sublimate 
solution,  and  an  iodoform  pessary  introduced.  When  there  has 
been  a  foetid  discharge,  accompanied  by  a  high  temperature,  but 
without  any  symptoms  of  inflammation  being  present,  the  patient  is 
encouraged  to  get  up  on  the  sixth  day,  as  usual.  The  erect  position, 
by  aiding  gravity,  and  putting  increased  pressure  on  the  fundus, 
causes  the  drainage  to  be  more  perfect,  and  the  result  is,  as  a  rule, 
that  the  temperature  quickly  sinks  to  normal. 

Here  I  would  like  to  draw  your  attention  to  the  suitability  of 
iodoform  as  a  means  of  rendering,  and  keeping,  the  interior  of  the 
uterus  aseptic,  and  thus  preventing  the  possibility  of  putrid 
absorption.  It  has  been  extensively  used  for  some  time  past  in 
the  Rotunda  for  this  purpose,  with  the  most  gratifying  results. 
It  is  introduced  into  the  uterus  in  the  form  of  a  pessary,  the 
amount  of  the  drug  in  each  being  5  i.  or  3  iss.  This  decomposes 
very  slowly,  and  exerts  its  antiseptic  action  for  three  or  four  days 
at  the  least.  I  have  also  noticed  that  it  has  a  powerful  effect  in 
lessening  the  temperature,  quite  apart  from  its  antiseptic  action. 
Thus  there  is  a  case  in  the  Rotunda  at  the  present  moment  in 
which  we  induced  premature  labour.  It  took  three  days,  however, 
to  bring  on  efficient  pains,  and  some  time  before  delivery  the  pulse 
was  130  and  the  temperature  10&6°.  As  soon  as  the  child  was 
born  the  uterus  was  washed  out  with  corrosive  sublimate  (1  in 
2,000)  and  3  iss.  of  iodoform  introduced.  The  result  was  that  the 
temperature  on  the  following  day  had  fallen  to  96-4°,  or  over  7°. 
I  have  brought  down  some  of  the  pessaries  that  we  use,  that  the 
members  of  the  Academy  may  see  them. 

As  to  the  treatment  of  hetero-genetic  infection  I  have  very  little 
to  say,  as  I  know  of  nothing  that  quickens  the  elimination  of  the 
poison  from  the  system.  If  the  continuous  high  temperature  is 
•  beginning  to  show  its  effect  on  the  nervous  system  the  treatment 
should  be  antipyretic.  For  this  purpose  we  give  quinine  in  large 
single  doses  of  from  1  to  20  grains,  or  the  bath  at  90°  cooled 
"The  solution  now  used  is  corrosive  sublimate,  1  in  2,000. 
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down  to  60,°  both  combined  with  large  quantities  of  alcohol.  I  am 
happy  to  say,  however,  that  I  have  only  once  been  obliged  to 
resort  to  the  cold  bath,  and  that  was  in  a  patient  who  was  delivered 
before  I  took  charge  of  the  hospital.  In  future  I  shall  not  hesitate 
in  these  cases  to  try  the  antipyretic  effect  of  a  pessary  of  3  iss.  of 
iodoform  introduced  into  the  uterus. 

Let  us  now  pass  on  to  consider  the  results  obtained  by  these 
measures  during  the  past  year. 

The  number  of  women  confined  in  the  hospital  during  the  year 
was  1,090.     The  following  is  a  list  of  the  abnormal  cases: — 

Forceps  .         .         .  62,  or  1  in    17'58 — 5*68  per  cent. 

Version  .         .         .       5,  „   I  „  218  — 

Post  partum  haemorrhage  25,  „   1  „    43*6  — 

Breech  ....  29, —         2*66  per  cent. 

Adherent  placenta  .         .       8,  „  1  „    37'5  — 

Secondary  haemorrhage    .       1,  -  -  -      —  — 

Placenta  praevia      .         .       8,  „  1  ,,136-25  — 

Accidental  haemorrhage  .  16,  ,,  1  ,,    68  — 

Face       .         .         .         .4, —  — 

Face  to  P.      .         .         .       2  (?), — 

Prolapse  of  funis     .         .       5,  „  1  ,,218  — 

Convulsions    .         .         .       5,  ,,  1  ,,218  — 

Abortions        .         .  16,  „  1  „    68  — 

Mania     .         .         .         .       2, —  — 

Perforation     .         .         .2, —  — 

Hydatids         .         .  1, —  — 

Induction  of  premature  labour  1, —  — 

Twins    .         .         .         .  14,  „  1  „    77'8  — 

Scarlatina        .         .         .       1, —  — 

Erysipelas       .         .  1, —  — 

Of  the  1,090  patients  6  died,  giving  a  mortality  of  055  per 
cent.,  or  1  patient  in  181*6.  The  particulars  of  these  6  cases  are 
as  follows: — 

Case  I. — J.  B.,  aged  forty,  eleventh  pregnancy ;  admitted  Dec. 
19th,  1882,  having  had  convulsions  for  mere   than   30  hours  pre- 
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viously.  Comatose  when  admitted.  Membranes  were  ruptured 
artificially,  and  after  a  time  the  head  was  perforated,  and  the 
child  was  born  by  the  natural  efforts  two  hours  after.  Woman 
died  on  21st,  having  never  regained  consciousness.  There  was 
no  post  mortem  examination. 

Case  II. — M.  J.  W.,  aged  twenty-seven,  fourth  pregnancy  ; 
admitted  Dec.  24th,  delivered  Dec.  24th,  1882.  Partial  placenta 
praevia.  The  membranes  were  ruptured  artificially,  the  haemorrhage 
then  ceased,  and  the  child  was  born  without  assistance.  Patient 
had  been  twice  in  hospital  lately  for  haemorrhage.  She  was 
transferred  to  the  Auxiliary  Hospital,  and  died  there  on  Jan. 
16th  of  pleuro-pneumonia.     No  post  mortem. 

Case  III. — E.  F.,  aged  thirty-five,  ninth  pregnancy ;  admitted 
Feb.  27th,  delivered  Feb.  28th.  Foetus  premature  at  6^  months, 
dead  and  putrid.  Uterus  was  not  toashed  out.  Woman  died  on 
ninth  day,  with  symptoms  of  pleuro-pneumonia. 

Post  mortem  by  Br.  Duffey. — "  Double  pleurisy,  which  must  have 
been  present  before  admission.     No  symptoms  of  septic  infection." 

I  was  quite  prepared  to  look  on  this  case  as  one  of  auto-infection 
from  a  dead  and  putrid  foetus,  the  uterus  not  having  been  washed 
out,  but  Dr.  Duffey  said  there  were  no  evidences  of  septicaemia. 

Case  IV. — B.  S.,  aged  twenty-two,  first  pregnancy;  admitted 
April  29th,  1883,  delivered  same  day.  Immediately  after  .delivery 
a  large  tumour,  the  size  of  a  foetal  head,  was  discovered  attached 
to  the  side  of  the  fundus.  This  was  diagnosed  to  be  a  fibroid. 
Patient  died  very  quickly  on  eleventh  day,  with  symptoms  of 
oedema  pulmonum. 

Post  mortem  by  Dr.  Duffey. — "  Mitral  stenosis ;  oedema  pul- 
monum ;  fibroma  uteri." 

Case  V. — M.  R.,  aged  twenty-three,  second  pregnancy ;  ad- 
mitted June  14th  with  accidental  haemorrhage  ;  delivered  same  day, 
and  died  of  post  partum  haemorrhage. 

Post  mortem. — Uterus  studded  over  with  fibroid  tumours  of 
various  sizes  ;  liver  enlarged,  and  amyloid. 

This  was  the  only  case  in  which  the  perchloride  of  iron  was 
injected  during  the  year. 
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Case  VI. — S.  A.  S.,  aged  thirty-four,  first  pregnancy ;  sent  up 
by  Dr.  M'Ewan,  of  the  A.  M.  D.,  from  the  Curragh  Camp,  on 
account  of  a  large  abdominal  tumour  complicating  pregnancy. 
Was  delivered  by  turning,  on  account  of  partial  placenta  praevia, 
on  August  20th.  Went  on  well  for  a  few  days,  but  then  showed 
symptoms  of  putrid  absorption,  and  died  on  twenty-fourth  day. 

Post  mortem  by  Dr.  Duffey. — "  Large  sub-peritoneal  fibroid, 
weighing  6^  lbs.,  which  was  gangrenous  and  adherent  to  the 
abdominal  walls  and  intestines.  Fundus  uteri  ulcerated  through, 
and  giving  passage  to  foetid  debris  of  tumour." 

If  this  case  were  to  come  before  me  again,  I  would  certainly 
recommend  Porro's  operation. 

Now,  in  order  thoroughly  to  appreciate  these  figures,  I  would 
wish  it  to  be  distinctly  understood  that  these  six  deaths  comprise 
the  total  mortality,  from  all  causes,  of  these  1,090  women  during 
the  entire  time  they  were  under  our  care.  Furthermore,  I  did  not, 
during  the  year,  transfer  a  single  puerperal  patient  to  any  other 
hospital,  and  only  one  woman  left  in  such  a  condition  as  to  lead 
us  to  fear  for  the  result,  and  I  have  since  ascertained  that  she  was 
alive  six  months  afterwards.  Hence,  this  mortality  of  0*55  per 
cent.,  or  1  in  181-6  patients,  represents  not  only  the  puerperal 
mortality,  but  also  the  total  mortality  of  the  puerperal  state,  which 
is  a  very  different  thing.  When  such  competent  authorities  as 
Dr.  Matthews  Duncan  and  the  late  Dr.  M'Clintock  estimate  the 
puerperal  mortality  of  private  practice  as  not  less  than  1  in  120 
cases,  we  may,  I  think,  safely  conclude  that  a  patient  delivered  in 
the  Rotunda  Hospital  during  the  past  year  ran  far  less  chance  of 
dying  than  if  she  had  been  delivered  in  her  own  home  by  a  private 
practitioner. 

All  the  women  who  died  were  married  women,  and  only  two  of 
them  Avere  primiparae — which  two  facts,  if  we  consider  the  much 
greater  liability  shown  by  unmarried  women,  and  especially  primi- 
parae, to  infection,  are  in  themselves  sufficient  to  show  that  septic 
infection  was  very  rare.  All  the  deaths  followed  more  or  less  com- 
plicated  labours,  and  not  a  single  woman  died  who  had  a  natural 
labour.     Of  the  G4  cases  of  forceps  delivery,  many  of  which  were 
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difficult  extractions,  and  some  undertaken  before  the  full  dilatation 
of  the  os,  not  one  died. 

These  results  I  attribute  entirely  to  the  antiseptic  precautions 
already  described  at  length,  but  these  precautions  would  have  been 
useless  had  I  not  had  the  hearty  cooperation  of  everyone  connected 
with  the  hospital;  and  I  would  take  this  opportunity  of  publicly 
thanking  the  students  of  the  Rotunda  for  the  willing  and  con- 
scientious manner  in  which  they  have  carried  out  whatever 
measures  were  thought  necessary  for  the  safety  of  the  patients 
placed  under  their  charge. 

The  forceps  most  commonly  in  use  during  the  year  was  Barnes'. 
For  though  always  a  believer  in  the  theoretical  advantages  of  an 
axis-traction  forceps,  I  found  Tarnier's  instrument  so  large  that  it 
filled  the  vagina,  and  prevented  any  control  being  exerted  by  the 
fingers  during  extraction.  Recently,  however,  I  have  frequently 
used  Simpson's  modification  of  Tarnier's  forceps,  and  have  found 
them  most  manageable  and  efficient.  They  are,  however,  a  little  too 
short,  and  the  angle  at  which  the  traction  bar  is  fastened  on  to  the 
traction  rods  is  very  faulty.  I  therefore  got  over  a  pair  of  Hegar's 
modification  of  Simpson's  instrument,  which  I  now  exhibit  to  the 
Academy.  They  are  longer  than  Simpson's,  and  the  mechanism 
of  the  locking  of  the  traction  rods  into  the  handle  is  improved. 
From  a  recent  paper  which  Prof.  Simpson  has  kindly  sent  me,  I 
see  that  he  has  himself  already  introduced  these  improvements,  so 
that  his  latest  model  is  the  same  in  all  essentia),  particulars  as 
Hegar's.  The  position  of  the  screw  in  the  latter  instrument  on 
the  right  handle  instead  of  the  left  is,  however,  a  further  improve- 
ment, as  it  cannot  then  fall  down  between  the  handles  in  the  act 
of  locking.  Prof.  Simpson  recommends  us  to  introduce  the  left  or 
lower  blade  with  the  left  hand,  and  quotes  Pajot  in  support  of  this 
method.  But  Pajot's  observations  refer  to  the  position  on  the 
back,  which  is  the  usual  one  on  the  Continent,  under  which  con- 
dition the  left  blade  must  be  introduced  with  the  left  hand,  and 
vice  versa.  But  they  do  not  in  the  least  apply  to  the  ordinary 
obstetric  position  in  this  country — viz.,  on  the  left  side,  or  else  the 
lower  blade  of  Barnes'  forceps  should  also  be  introduced  with  the 
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left  hand,  a  plan  which  no  one,  as  far  as  I  am  aware,  has  as  yet 
recommended. 

It  would  take  too  long  to  enter  at  present  into  a  discussion  on 
the  merits  of  the  axis-traction  forceps,  but  I  am  myself  convinced 
that  they  are  a  much  more  powerful  instrument  than  the  ordinary 
double-curved  forceps,  and  will  soon  entirely  supersede  them,  except 
in  cases  where  delivery  has  to  be  undertaken  while  the  occiput,  in 
third  or  fourth  vertex  presentations,  or  the  chin  in  face  presenta- 
tions, has  not  as  yet  rotated  forwards. 

Post  partum  haemorrhage  has  been  very  rare,  the  ordinary  time 
allowed  between  the  birth  of  the  child  and  the  expression  of  the 
placenta  being  at  least  fifteen  minutes.  During  this  time  the  hand 
is  not  merely  placed  on  the  uterus,  but  gentle  friction  and  kneading 
is  made  with  the  tips  of  the  fingers  over  the  whole  fundus,  which 
stimulate  it  to  contract.  Accurate  statistics  were  not  kept  of  the 
number  of  cases  in  which  the  perinaeum  was  ruptured,  but  when- 
ever it  extends  nearly  or  quite  as  far  as  the  sphincter,  sutures  are 
introduced,  and,  in  most  cases,  with  very  good  results  ;  nor,  as  a 
rule,  can  any  rise  of  temperature  be  traced  to  this  accident  or  its 
remedy. 

Version  was  performed  in  five  cases — one  case,  in  which  the 
labour  was  complicated  with  large  fibrous  tumour,  died,  and  has 
been  already  given  at  length. 

There  Avere  eight  cases  of  placenta  praevia,  in  none  of  which  was 
the  presentation  complete.  The  treatment  consisted  in  bipolar 
turning  when  the  haemorrhage  called  for  early  interference,  and 
merely  rupture  of  the  membranes  where  the  pains  were  good, 
the  head  presenting,  and  the  haemorrhage  not  excessive.  Two 
patients  died,  and  their  cases  will  be  found  recorded  among  the 
fatal  cases. 

Five  women  had  puerperal  convulsions,  one  of  them  being 
brought  into  hospital  in  a  state  of  profound  coma.  She  died, 
having  been  previously  delivered  by  craniotomy.  Our  treatment 
of  puerperal  convulsions  consists  in  the  immediate  use  of  chloro- 
form, followed  either  by  large  doses  of  morphia  subcutaneously,  or 
by  enemata  of  30  grains  of  hydrate  of  chloral,  the  latter  repeated 
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after  each  convulsion.  The  hot  steam  bath  and  pilocarpine  sub- 
cutaneously  (^  grain,  repeated  if  necessary)  are  also  used  in  cases 
where  the  urine  is  albuminous  and  oedema  is  present. 

Sixteen  women  were  admitted  for  abortion,  in  none  of  whom 
was  plugging  of  the  vagina  practised.  The  treatment  is  expectant 
as  long  as  possible.  If  the  haemorrhage  be  excessive  before  the 
cervix  is  large  enough  to  allow  of  the  removal  of  the  ovum,  the 
cervix  is  either  plugged  with  a  tupelo  tent,  or  dilated  with  Hegar's 
dilator,,  and  the  ovum  then  removed.  If  there  are  symptoms  of 
any  portion  being  retained,  and  causing  either  putrid  absorption 
or  haemorrhage,  the  uterus  is  first  washed  out  with  a  solution  of 
corrosive  sublimate,  1  in  2,000,  and  the  interior  of  the  uterus  then 
curetted,  after  which  the  cavity  is  again  thoroughly  disinfected 
with  corrosive  sublimate,  and,  in  septic  cases,  an  iodoform  pessary 
(3  i'-3 -iss.)  introduced. 

There  were  only  two  cases  of  perforation  during  the  year.  One 
has  been  already  mentioned  when  speaking  of  convulsions.  In  the 
second  case,  N.  P.,  Feb.  13th,  1883,  the  woman  was  in  hard  labour 
for  four  days,  and  the  forceps  were  twice  applied  vigorously,  for 
half  an  hour  each  time.  This  woman  never  had  a  serious  symptom 
after  delivery,  though  unable  to  use  the  lower  limbs  for  some  time 
in  consequence  of  the  pressure  exerted  on  the  nerves  and  soft  parts 
by  the  head.    She  left  hospital  quite  well  in  less  than  three  weeks.3. 

The  best  instrument  for  delivering  the  head  after  perforation  is, 
I  think,  Braun's  cranioclast,  which  I  now  exhibit  to  the  Academy, 
and  which  is  not  as  well  known  or  as  much  used  in  this  country 
as  it  deserves  to  be.  It  is  very  like  Dr.  Barnes'  craniotomy 
forceps.  It  is  essentially  a  traction,  not  a  crushing,  instrument. 
One  blade  is  passed  through  the  hole  made  by  the  perforator,  the 
other  is  passed  outside  the  cranium.  The  instrument  is  then 
locked  and  screwed  up,  and  affords  a  most  powerful  means  of 
applying  traction.  The  great  advantage  it  possesses  over  the 
cephalotribe  is  tint  it  allows  the  head  to  accommodate  itself  to  the 
pelvis,  no  matter  how  irregular  this  may  be,  whereas  the  cephalo- 

u  Since  this  paper  was  read  this  patient  has  again  been  delivered  by  perfora- 
tion, and  was  up  and  walking  about  on  the  eighth  day. 
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tribe,  while  diminishing  one  diameter  of  the  head,  increases  the 
opposite  one.  In  a  case  of  perforation  that  occurred  this  year  I 
used  Breiskey's  cephalotribe,  which  I  now  exhibit,  and  which  is 
strongly  recommended  by  Schroeder,  and  found  it  very  efficient  and 
easy  to  apply. 

Since  September  last  the  temperature  of  every  case  has  been 
taken  regularly  twice  daily,  and  I  have  not  been  able  to  recognise 
any  constant  rise  of  temperature,  even  to  the  extent  of  one  degree, 
accompanying  the  first  secretion  of  the  milk.  The  results  of  these 
observations  would  rather  tend  to  prove  that  the  temperature  curve 
of  the  puerperal  state,  in  a  typical  normal  case,  does  not  differ  in 
the  slightest  degree  from  that  in  the  non-puerperal  state ;  and  I 
am  inclined  to  believe  that  any  temperature  above  100°  F.,  except 
immediately  after  delivery,  indicates  that  something  abnormal  is 
taking  place,  though  it  may  not  always  be  possible  to  say  what  the 
exact  cause  of  the  rise  may  be. 

The  statistics  of  the  external  maternity  for  the  year,  which  were 
furnished  by  the  clinical  clerk,  Reginald  L.  Mosley,  M.B.,  were  as 
follow : — 


Total  number  of  cases 

1,335 

Forceps  (J6-) 

29 

Face 

8 

Abortions   .... 

100 

Lower  extremity  and  breech 

42 

Upper  extremity  and  hand            . 

6 

Accidental  haemorrhage 

1 

Placenta  prsevia 

7 

Adherent  placenta 

7 

Twins          .... 

19 

Prolapse  of  funis 

5 

Convulsions 

2 

Thrombus  .... 

1 

Anencephalous  foetus   . 

2 

Post  partum  haemorrhage 

17 

(  Septicaemia 
Mortality  ■{        *                   .     • 

(.  Placenta  prania,  &c 

ii 

4 
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Before  closing  this  Report,  which  has  already  far  exceeded  the 
usual  limits  of  papers  read  before  the  Academy,  I  would  venture 
to  call  your  attention  to  the  great  importance  of  a  careful  palpation 
of  the  uterus  through  the  abdominal  walls,  in  every  case,  both 
during  labour  and  in  the  puerperal  state.  The  condition  of  the 
bladder  is  at  once  known,  and  if  the  waters  have  not  already 
escaped  we  can  tell  with  accuracy  the  exact  position  of  the  child, 
and  in  cases  of  breech  or  tran verse  presentation  we  can  bring 
down  the  head  by  external  manipulation.  During  the  puerperal 
state  palpation  of  the  abdomen  will  at  once  inform  us  of  the 
condition  of  the  uterus  as  to  contraction  or  relaxation,  of  fulness  or 
emptiness  of  the  bladder,  and  of  the  necessity  of  passing  a  catheter. 

There  are  many  other  subjects — such  as  the  danger  or  innocuity 
of  retention  of  the  membranes  or  portion  of  the  placenta ;  the 
prophylactic  antiseptic  treatment  of  ophthalmia  neonatorum,  lately 
introduced  by  Professor  Crede  ;  the  treatment  of  infantile  asphyxia 
by  Professor  Schultze's  method ;  the  use  of  Tarnier's  incubator, 
&c,  &c. — which  I  have  been  unable  to  include  in  this  Report,  but 
which  I  hope  to  have  the  opportunity  of  bringing  under  the  notice 
of  the  Academy  on  some  future  occasion. 


SECONDARY    HEMORRHAGE. 

By  R,  D.  PUREFOY,  M.D.,  F.R.S.C; 

Late  Assistant  Master,  Rotunda  Hospital. 

[Read  in  the  Obstetrical  Section,  May  23,  1884.] 

Secondary  haemorrhage  is  amongst  the  least  common,  though  by 
no  means  the  least  dangerous,  puerperal  complication — the  danger 
being  much  enhanced  by  the  fact  that  its  occurrence  is  often  quite 
unexpected.  In  the  great  majority  of  cases  it  is  directly  traceable  to 
the  incomplete  emptying  of  the  uterus  at  the  time  of  delivery,  or  to 
some  serious  lesion  in  the  structure  of  the  organ  itself,  such  as 
extensive  laceration  of  the  cervix.  This  latter  cause  was  well 
exemplified  in  a  case  in  the  Rotunda  Hospital  many  years  ago, 
when  the  late  Dr.  M'Clintock  was  Master  of  that  institution.  The 
woman  had  enjoyed  a  normal  convalescence,  and  was  on  the  point 
of  leaving  the  hospital,  nine  days  after  delivery,  when  quite  sud- 
denly severe  haemorrhage  ensued,  requiring  for  its  arrest  the  vigo- 
rous application  of  styptics  and  the  repeated  use  of  the  vaginal 
tampon  during  the  three  following  weeks.  We  are  indebted  to 
Dr.  George  Johnston  for  the  account  of  an  interesting  and  almost 
unique  case  which  occurred  without  any  warning  about  the  fourth 
day  after  an  instrumental  delivery,  and  proved  fatal  in  a  few  hours. 
At  the  jwst  mortem  examination  the  tissue  of  the  uterine  wall  was 
found  in  one  spot  completely  broken  down,  forming  a  small  cavity, 
which  proved  to  be  the  source  of  the  bleeding.  Some  years  ago  a 
patient  of  my  own,  under  the  influence  of  severe  mental  emotion, 
was  seized  with  a  rigor,  followed  by  smart  bleeding  on  the  eighth 
day  of  her  puerperium.  I  had  ordered  the  nurse  to  administer  an 
enema  of  warm  water  to  relieve  constipation,  but  the  operation  was 
novel  to  the  patient,  and  caused  her  much  alarm,  with  the  result 
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mentioned  above.  In  the  cases  about  to  be  laid  before  the  Society 
the  cause  of  the  haemorrhage  in  each  case  was  the  retention  of  a 
portion  of  the  placenta,  and  its  removal  was  followed  by  the  cessa- 
tion of  haemorrhage  and  the  recovery  of  the  patient,  whose  life 
was  before  in  imminent  peril. 

Case  I. — A  woman  living  in  the  neighbourhood  of  the  Rotunda, 
in  her  fourth  confinement,  sent  to  the  hospital,  but  was  delivered 
before  the  arrival  of  the  student.  For  some  days  her  convales- 
cence was  normal,  but  about  the  fifth  day  the  lochial  discharge 
became  profuse  and  more  sanguineous,  and  as  this  character 
became  more  marked  the  student  requested  my  assistance.  By  a 
vaginal  examination  I  could  easily  reach  through  the  cervix,  which 
was  quite  patulous,  a  piece  of  placenta  loosely  attached  to  the  anterior 
wall  of  the  uterus.  I  began  to  detach  it  with  my  finger,  but  soon 
desisted  in  consequence  of  the  profuse  bleeding  which  ensued  ;  and 
as  the  patient's  face  was  quite  blanched  from  the  previous  losses, 
her  pulse  140  in  the  minute,  and  her  wretched  bed  and  its  belong- 
ings moist  with  discharge  and  horribly  offensive,  it  was  evident 
that  the  avoidance  of  any  fresh  loss  of  blood  was  a  matter, of  vital 
importance  to  secure  her  recovery.  Under  these  circumstances  I 
was  very  glad  to  avail  myself  of  a  plan  which  many  years  before  I 
had  seen  practised  by  my  friend  Mr.  Weir,  the  late  Registrar  of  the 
Coombe  Hospital.  I  had  fortunately  with  me  the  liquor  ferri 
perchloridi  fortior,  and  having  prepared  a  solution  of  suitable 
strength,  I  arranged  with  one  of  the  students  present  to  inject  it 
gently  into  the  uterus  while  I  continued  detaching  the  remaining 
portion  of  placenta.  By  this  plan  the  haemorrhage  was  rendered 
trifling  in  amount,  and,  notwithstanding  the  surrounding  unfavour- 
able conditions,  the  woman  made  an  excellent  recovery. 

Case  II. — A  primipara  attended  by  me  during  her  confine- 
ment, which  was  perfectly  normal  in  every  respect,  experienced  on 
the  sixth  day  a  slight  rise  in  pulse  and  temperature,  the  lochia  at 
the  same  time  becoming  profuse  and  very  offensive.  I  forthwith 
endeavoured  to  wash  out  the  uterine  cavity  with  a  suitable  solution 
of  Condy's  fluid,  but  with  only  partial  success,  as  her  perinaeum  had 
escaped  quite  intact  during  labour,  and  the  cervix  was  so  closed  as 
to  render  the  introduction  of  a  gum-elastic  catheter  very  difficult. 
On  this  latter  fact  I  lay  much  stress,  for  it  strongly  negatived  the 
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supposition  that  the  uterine  cavity  required  further  exploration. 
However,  under  this  treatment  the  unfavourable  symptoms  sub- 
sided, and  the  patient,  who  was  all  through  able  to  nurse  her 
infant,  was  allowed  to  be  on  a  sofa  on  the  tenth  day.  Three  days 
afterwards  I  learned  that  she  was  troubled  with  a  slight  pain  in 
the  left  side,  and  on  the  morning  of  the  fourteenth  day  she  was 
attacked  with  severe  flooding,  which,  though  it  had  ceased  before 
I  reached  the  house,  had  left  her  nearly  pulseless.  Deeming  any 
active  treatment  unwise  while  her  strength  was  at  such  a  low  ebb, 
I  had  recourse  only  to  the  injection  of  ergot  and  its  administration 
by  mouth,  along  with  nourishment  and  stimulant  if  required.  On 
the  following  day  I  proceeded  to  examine  the  uterus  carefully,  but 
before  doing  so  found  it  necessary  to  put  the  patient  completely 
under  ether,  when  I  was  able  to  reach  near  the  fundus  uteri  a 
placental  polypus  about  the  size  of  a  walnut.  For  a  long  time  my 
efforts  to  detach  this  were  unavailing,  but  feeling  that  ultimate 
recovery  to  some  extent  depended  on  this  being  done,  I  persevered, 
and  was  at  length  rewarded  by  success,  though  not  until  the 
patient  was  snoring  loudly  under  the  influence  of  the  anaesthetic. 
Subsequently  I  washed  out  the  uterus  with  Condy's  fluid  and  hot 
water,  and  for  a  time  the  bleeding  ceased.  In  the  evening,  how- 
ever, it  returned  to  such  an  extent  that  some  further  means  to 
check  it  were  plainly  necessary,  and  the  injection  of  perchloride  of 
iron  had  the  desired  effect,  followed  in  a  few  days  by  complete 
recovery. 

In  this  case  the  placenta  was  removed  by  the  safest  of  all 
methods — that  by  pressure,  so  long  taught  in  the  Dublin  schools 
before  Professor  Crede  was  heard  of — and  yet  a  portion  of  it 
remained  behind,  causing  no  haemorrhage  at  the  time,  but  causing 
a  few  days  later  foetid  lochia,  and  still  later  alarming  loss  of  blood. 

On  a  recent  occasion,  through  the  kindness  of  my  friend  Dr. 
Shortt,  I  was  afforded  an  opportunity  of  treating  a  very  interesting 
case,  which  may  fitly  find  a  place  in  this  paper.  A  lady  living  in 
the  suburbs  was  attended  in  her  fifth  labour  by  a  midwife,  who,  I 
am  sorry  to  say,  holds  a  certificate  from  one  of  our  Dublin  hospitals. 
As  there  was  delay  in  the  third  stage  she  pulled  vigorously  on  the 
cord,  and  thus  effected  the  partial  removal  of  the  placenta,  and 
caused   profuse  bleeding.      This  continued  more  or  less  for  two 
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days,  when  I  found  her  blanched  from  the  continued  loss ;  her 
pulse  about  140,  and  proportionately  feeble;  and  the  belly  very 
tympanitic ;  the  uterus  was  at  the  level  of  the  umbilicus,  and  much 
larger  than  normal  at  such  a  time.  I  passed  my  right  hand  into 
the  vagina,  and  two  fingers  into  the  uterine  cavity,  and  only  with 
extreme  difficulty  succeeded  in  detaching  a  large  mass  of  placental 
tissue  attached  near  the  fundus.  To  my  astonishment  on  visiting 
the  patient  on  the  following  day  I  found  many  of  the  worst  symp- 
toms abated,  such  as  rigor,  tympany,  &c.  The  uterus  was  washed 
out,  as  on  the  previous  day,  with  hot  water  and  Condy's  fluid,  and 
an  excellent  recovery  was  made. 

Still  more  recently  I  had  under  my  care  a  case  manifesting  a 
very  different  train  of  symptoms,  though  with  somewhat  similar 
conditions.  A  young  and  healthy  woman  in  the  fifth  month  of 
pregnancy,  after  unusual  exertion,  was  seized  with  labour  pains, 
and  in  the  course  of  a  few  hours  a  well-formed  fetus  was  expelled 
without  any  but  the  most  trifling  loss  of  blood,  and  as  the  pains 
likewise  ceased,  the  patient,  being  of  active  habits,  left  her  bed  on  the 
following  day  and  resumed  her  usual  occupation,  which  obliged  her 
to  stand  for  several  hours  daily.  For  three  weeks  nothing  untoward 
happened,  but  then  irregular  attacks  of  bleeding  ensued,  and  after 
some  days  became  so  severe  and  frequent  that  she  was  obliged  to 
take  to  her  bed  again,  and  I  was  asked  to  see  her.  At  the  time  of 
my  visit  I  was  shown  a  large  quantity  of  fluid  and  clotted  blood 
which  she  had  lost ;  the  vagina  also  contained  a  large  quantity ; 
and  in  the  uterus  I  was  able  to  reach  a  large  piece  of  placenta  still 
firmly  adherent  to  the  anterior  wall  of  the  uterus.  This  was 
removed,  the  uterus  was  thoroughly  irrigated  with  hot  water  and 
Condy's  fluid,  and  an  uninterruptedly  good  recovery  ensued. 

It  is,  I  think,  a  most  singular  fact  that  in  this  instance  the 
patient  was,  during  a  period  of  three  weeks,  able  to  pursue  witli 
impunity  a  laborious  occupation  without  any  untoward  symptoms, 
though  the  contents  of  the  uterus  were  such  as,  under  ordinary 
circumstances,  almost  invariably  cause  haemorrhage  and  septicaemia. 

In  each  of  the  cases  thus  briefly  detailed  a  portion  of  placental 
tissue,  lar«;e  or  small,  was  found  to  be  the  cause  of  ha;morrhao-e. 
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but  in  cases  of  early  miscarriage  I  am  satisfied  that  frequently  the 
exhausting  metrorrhagia  which  follows,  and  calls  sometimes  for 
most  vigorous  preventive  measures,  is  due  merely  to  a  thickened, 
unhealthy  state  of  the  uterine  lining  membrane,  applications  to 
which  will  speedily  arrest  the  discharge. 

The  very  varying  sequence  of  events  observed  when  a  piece  of 
placenta  has  been  retained  is  well  shown  in  the  cases  which  have 
been  described : — 

1st.  It  may  be  thrown  off  with  the  piece  of  decidua  that  remains 
in  the  uterus,  and  be  discharged  with  the  lochia,  merely  with  the 
effect  of  rendering  the  latter  thick  and  foetid. 

2nd.  It  may  putrefy,  and  thus  give  rise  to  endometritis,  septi- 
caemia, and  puerperal  fever. 

3rd.  It  may  continue  perfectly  fresh,  and  cause  profuse  bleeding 
at  a  late  period. 

4th.  It  may  become  the  basis  or  centre  on  which  successive 
portions  of  blood  are  deposited,  thus  developing  into  a  fibrinous 
polypus,  with  a  pedicle  of  placental  tissue  ;  or  the  retained  cotyledon 
becomes  bloodless,  firm,  and  hard,  and  assumes  the  shape  of  the 
uterine  cavity,  constituting  a  placental  polypus. 

Very  similar  to  this  in  its  physical  characters  is  the  so-called 
free  polypous  hematoma  of  the  uterus  described  by  Virchow. 
This  has  its  point  of  attachment  at  the  placental  insertion,  but  con- 
sists only  of  coagulated  fibrin,  including  a  nucleus  of  coagulated 
blood.  The  preventive  treatment  of  secondary  haemorrhage  con- 
sists in  the  adoption  of  all  the  means  at  our  disposal  for  insuring  a 
firm  contraction  of  the  uterus  at  and  after  the  time  of  delivery, 
and  maintaining  this  condition  during  the  puerperium.  In  securing 
this  I  am  satisfied  that  the  administration  of  the  infusion  of  ergot 
for  some  days  after  delivery  is  an  important  aid — a  point  on  which 
I  have  dwelt  in  a  paper  written  some  time  ago.  Notwithstanding 
every  precaution,  a  small  portion  of  placenta  may  be  retained 
without  our  knowledge,  its  presence  being  first  betrayed  by  foetid 
lochia  or  severe  haemorrhage ;  and  should  the  uterus  be  so  closed 
as  to  render  dilatation  necessary,  the  proceeding  should  be  adopted 
as  speedily  as  possible.    I  believe  this  to  be  pre-eminently  a  case  in 
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which  Hegar's  method  of  dilatation  is  preferable  to  the  slower  one 
by  sea-tangle  or  tupelo  tents. 

If  haemorrhage  to  an  alarming  extent  has  taken  place  before  we 
can  reach  our  patient,  it  may  become  our  duty  in  the  first  place  to 
prevent  further  loss  by  careful  tamponade  of  the  vagina  with 
absorbent  or  salicylic  cotton.  We  thus  gain  time  for  rallying  our 
patient's  strength  by  nourishment  and  stimulants,  and,  after  some 
hours'  rest,  a  careful  examination  can  be  made  without  risk  of 
overtaxing  her  reduced  powers  of  endurance,  and  suitable  treatment 
can  be  adopted.  The  use  of  the  tampon,  doubtless,  increases  risk 
from  septicaemia;  but  I  accidentally  discovered  some  years  ago 
that  cotton  which  has  been  steeped  in  a  solution  of  sulphate  of  zinc 
not  only  acquires  valuable  styptic  properties  by  being  so  treated, 
but  also  will  remain  odourless  in  the  vagina  for  forty-eight  hours ; 
whereas,  under  the  same  circumstances,  plain  cotton  will  become 
extremely  offensive  in  eight  hours. 


ON  THE  NATURE  AND  PREVENTION  OF  THE 
GRAVER  FEVERS  OF  CHILDBED. 

By  WILLIAM  C.  NEVILLE,  M.A.,  M.D.,  M.  A.O.,  Univ.  Dubl.  ; 

Late  Assistant-Master,  Coombe  Hospital ; 
Secretary,  Obstetrical  Section,  &c. 

[Read  in  the  Obstetrical  Section,  May  28,  1884.] 

In  1849  the  late  Dr.  Churchill  described  puerperal  fever  as  a 
disease  "whose  gloom  is  heightened  by  the  inutility  of  all  pre- 
cautions to  guard  against  its  attacks,  and,  in  the  majority  of  cases, 
the  utter  failure  of  all  attempts  to  arrest  its  progress  or  to  prevent 
its  fatal  termination."  This  description  he  applied  more  especially 
to  the  so-called  "  epidemic  "  form  of  the  fever,  whether  occurring, 
as  it  almost  always  does,  in  hospitals,  or  exceptionally  in  the  practice 
of  individuals.  The  latter  form  of  "  epidemic,"  constituted  by  a 
succession  of  cases  in  one  person's  practice,  he  regarded  as  a 
"singular  and  inexplicable"  occurrence — a  confession  of  ignorance 
which  did  not,  however,  recommend  itself  a  few  years  later  to 
Dr.  Meigs,  who  boldly  bracketed  "  accident  or  Providence "  as 
alternatively  responsible  for  every  outbreak  of  this  fever.  Strange 
alternatives — chance  or  Providence  !  "With  such  a  theory  of 
causation,  it  is  not  surprising  that  precautionary  measures  should 
have  fared  badly.  Happily  Dr.  Meigs,  eminent  authority  as  he 
was  on  many  obstetrical  subjects,  did  not  on  this  particular  one 
represent  the  best  thoughts  or  tendencies  of  his  time.  If  there  are 
some  who  yet  cherish  a  regard  for  any  remnants  of  his  explanation, 
let  them  read  the  crushing  criticism  of  O.  W.  Holmes,  by  which 
its  weakness  and  perversity  were  at  once  demonstrated  and  disposed 
of.  Now,  however,  we  are  concerned  with  the  means  rather  than 
with  the  possibility  of  prevention;  and  the  conflicts  of  opinion 
which  are  manifested  in  recent  contributions  to  this  subject  show 
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by  their  kind  that  we  have  reached  that  phase  of  opinion,  "  the 
disagreement  of  the  inquiring,"  which  has  been  well  described  as  a 
necessary  antecedent  to  that  of  the  "unanimity  of  the  wise." 

I  need  not  dwell  upon  the  importance  of  the  prevention  of 
"  puerperal  fever."  The  records  of  puerperal  mortality  and  mor- 
bidity demonstrate  clearly  enough  how  little  removed  from  being 
pathological  are  such  physiological  crises  as  labour  and  childbed. 
Winckel,  basing  his  conclusions  upon  717,000  hospital  and  362,000 
private  cases,  estimates  the  average  mortality  as  3  per  cent,  of  the 
former,  and  *6-'7  per  cent,  of  the  latter.  The  greater  part  of  the 
mortality,  especially  among  hospital  cases,  must  be  referred  to 
the  group  of  diseases  which  have  been  loosely  included  under  the 
generic  term  "  puerperal  fever."  Most  of  the  morbidity  of  child- 
bed must  also  be  credited  to  the  same  kinds  of  causes.  Obstetric 
science,  as  it  exists  at  present,  teaches  us  how  to  avert  or  treat 
with  comparative  success  most  of  the  accidents  of  labour  and 
childbed  ;  but  it  is  only  quite  recently  that  serious  attempts  have 
been  made  in  a  few  text-books  to  describe  the  measures  by  which 
we  may  hope  to  minimise  the  most  frequent  and  the  greatest  of  all 
risks  to  a  puerpera — that  of  "  puerperal  fever"  in  one  or  other  of 
its  graver  forms. 

Upon  the  threshold  of  an  inquiry  concerning  prophylaxis  we 
are  met  by  the  questions — What  is  the  nature  of  this  so-called 
"  puerperal  fever,"  what  are  its  causes,  and  how  are  they  spread  ? 
The  measures  for  its  prevention  must  obviously  hinge  upon  the 
answers  we  arrive  at.  Prophylaxis  is  not  often,  as  treatment  is, 
empirical.  It  must  be  deliberately  adopted  as  a  result  of 
our  knowledge  of  the  causes  of  disease.  Preventive  medicine 
is,  therefore,  of  modern  growth  ;  it  has  advanced  synchronously 
with  a  closer  study  and  knowledge  of  etiology.  If  we  know 
the  necessary  antecedents  of  a  disease,  we  may  aim  at  preventing 
it  by  insuring  their  absence,  or  by  destroying  in  some  way  their 
pathogenic  potency.  In  doubtful  cases  we  may  test  the  soundness 
of  the  theory  upon  which  the  prophylaxis  rested  by  the  results  of  its 
practical  application.  The  successful  application  of  the  germ  theory 
of  septicemia  and  traumatic  fevers  to  the  practice  of  a  septic  and 
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antiseptic  surgery,  affords  an  illustration  of  the  happy  influences 
which  theory  may  have  upon  practice. 

The  question  of  nomenclature  demands  some  preliminary  con- 
sideration. It  cannot  be  regarded  as  a  trifling  or  unimportant  one 
in  view  of  the  many  and  perplexing  errors  which  we  find  imbedded 
in  words  and  names  which  remain  in  current  use,  though  they 
have  long  since  deviated  from  their  original  meanings.  An  accurate 
scientific  nomenclature  can  arise  only  in  the  light  of  precise  and 
adequate  knowledge.  "When  we  think  how  little  was  formerly 
known,  and  how  much  still  remains  to  be  learned,  of  the  real  nature 
and  varieties  of  puerperal  fever,  we  cannot  be  surprised  at  finding 
the  existing  nomenclature  both  defective  and  misleading.  Indeed 
so  hampered  are  we  in  this  instance  by  the  survival  of  an  effete 
and  confusing  terminology,  of  vague  hypotheses  and  traditional 
beliefs,  that  we  may  well  doubt  whether  genuine  progress  would 
not  be  accelerated  by  the  wholesome  loss  or  oblivion  of  all  that  has 
been  written  in  regard  to  these  diseases.  At  least  it  is  advisable 
for  us  to  start  fresh  by  grounding  our  conclusions  upon  facts 
recorded  by  others  or  experienced  by  ourselves,  and  by  neglecting, 
so  far  as  we  may,  the  theories  and  phraseology  of  our  predecessors. 
Thus  the  term  Puerperal  Fever  has  been,  and  still  is,  used  in 
quite  different  senses — as  implying  that  there  is  a  particular  kind 
of  fever  peculiar  and,  in  a  technical  sense,  essential  to  childbed ;  or 
as  simply  signifying  the  fact  that  fever,  whatever  its  cause,  exists  in 
the  puerpera.  In  still  another  sense  it  has  been  limited  in  its  use 
to  the  graver  and  more  fatal  forms  of  fever  which  may  arise  during 
childbed.  For  adhering  to  its  first  and,  in  a  verbal  point  of  view, 
only  strictly  legitimate  use,  I  shall  subsequently  attempt  to  show 
that  there  are  no  sufficient  grounds.  In  its  second  sense  it  might 
be  more  usefully  replaced  by  the  phrase  "  puerperal  fevers " — an 
equivalent  which  would  involve  no  error  or  ambiguity.  In  its 
third  sense  is  contained  an  assumption,  entirely  unsupported  by 
evidence,  that  there  is  a  fundamental  difference  in  kind  between 
such  fevers  as  are  dangerous  and  such  as  are  not. 

"  Metria" — avowedly  a  collective  term — is  of  more  recent  origin, 
and  is  now  being  popularised  by  its  use  in  the  Registrar-General's 
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Reports  upon  Public  Health.  I  can  see  no  advantages  which  this 
term  possesses  over  the  phrase  "  puerperal  fevers,"  while  it  is  open 
to  the  adverse  criticism  of  suggesting,  what  is  not  always  true,  a 
common  uterine  origin  for  this  group  of  diseases.  I  concur,  there- 
fore, in  Dr.  Gaillard  Thomas's  objection  to  the  retention  of  this 
term,  which,  however,  he  erroneously  fathers  npon  the  Dublin 
School. 

The  main  current  of  recent  authoritative  opinion  seems  strongly 
set  in  favour  of  the  term  Puerperal  Septiccemia.  Unfortunately 
"  septicemia  "  is  a  term  upon  the  precise  and  uniform  significance 
of  which  even  pathologists  among  themselves  are  not  agreed.  If 
adopted  at  all  in  this  connexion,  it  must  be  interpreted  in  its  widest 
significance,  as  embracing  two  distinct  processes — septic  poisoning 
and  septic  infection.  Moreover,  though  I  believe  that  under  one 
or  both  of  these  heads  the  greater  number  of  grave  puerperal 
fevers  may  properly  be  ranked,  still  it  is  certain  that  septic  are  not 
the  only  serious  forms  of  fever  from  which  a  puerpera  may  suffer. 
She  is  exposed  also  to  the  risks  of  other  forms  of  wound  infec- 
tion— e.g.,  diphtheritic  and,  even  more  commonly,  erysipelatous. 

Abandoning  therefore,  as  Ave  shall  see  reasons  for  doing,  the 
old  idea  of  a  distinct  entity  to  which  the  term  "  puerperal  fever  " 
would  be  legitimately  applicable,  we  are  forced  into  the  acceptance 
of  the  alternative  one  that  there  are  many  causes  and  kinds  of 
puerperal  fever.  Hitherto  we  find  that  a  too  exclusive  view  of  the 
nature  of  these  diseases  has  permeated  almost  their  entire  literature. 
Writers  have  sought  in  a  single,  what  was  to  be  found  only  in 
diverse,  causes.  They  have  either  become  partisans  of  such  a 
particular  term  as  suggests  the  action  of  a  common  and  uniform 
cause,  or,  without  attempting  to  conceal  their  real  lack  of  knowledge, 
they  have  treated  of  a  heterogeneous  variety  of  diseases  under  one 
expansive  term.  By  neither  method  do  I  think  that  we  can 
possibly  attain  to  a  philosophical  view  of  this  difficult  subject. 
This  we  can  only  do  by  enumerating  and  classifying,  so  far  as  our 
entire  knowledge  permits,  the  various  causes  of  fever  in  a  puerpera, 
discriminating  such  as  are  most  frequent  in  their  action  and  most 
grave  in  their  results.     Certain  guiding  principles  may  profitably 
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be  borne  in  mind  when  attempting  this  classification.  The  puerpera, 
like  the  non-puerpera,  is  open  to  the  action  of  ordinary  pyogenic 
causes.  To  some  of  these  her  peculiar  physiological  condition 
predisposes,  and  from  others  it  in  some  degree  shields  her.  There 
is  a  physiological  receptivity  established  for  some,  and  a  physio- 
logical immunity  from  other  diseases.  But  there  is  no  one 
pyogenic  agent  which  acts  only  on  a  puerpera.  As  further 
helping  to  clear  our  difficulties,  we  must  remember  how  probable 
and  in  accord  with  general  pathological  laws  it  is  that  any  general 
febrile  disease,  when  grafted  on  puerperal  soil,  should  manifest, 
in  addition  to  its  own  proper  signs  and  symptoms,  others  which 
result  from  its  action  upon  the  then  unstable  and  peculiarly 
impressionable  generative  system. 

A  certain  sameness  of  type  characterises,  therefore,  all  puerperal 
fevers,  and  it  is  to  this  sameness  that  we  must  attribute  the  belief, 
not  yet  extinct,  in  a  single  definite  fever  arising  out  of  the  condi- 
tions of  puerperality.  Let  us  briefly  glance  at  these  conditions,  so 
important  in  predisposing  to  diseases,  and  in  impressing  upon  them 
a  common  likeness.  They  are  in  part  inherited  from  pregnancy, 
and  in  part  developed  during  labour  and  the  puerperal  state. 
Among  the  inherited  conditions  the  chief  are  those  of  the  blood — 
hydremic  and  hyperinotic,  with  a  decrease  in  the  number  of  red 
corpuscles,  and  an  increase  in  that  of  the  white.  There  exists 
what  Kiwisch  described  as  a  "  sero-fibrinous  plethora,"  a  condition 
of  the  blood  which  Caseaux  forcibly  argued  was  identical  with  that 
found  in  chlorotics.  Here  also  we  must  consider  the  peculiarly 
excitable  and  unstable  condition  of  the  nervous  system  which  has 
originated  during  pregnancy,  and  culminated  during  labour.  The 
puerpera  is  in  a  remarkable  degree  exposed  to  emotional  influences, 
the  effects  of  which  upon  her  progress  towards  convalescence, 
retarding  or  accelerating  it,  are  in  certain  classes  of  cases  only  too 
well  known.  As  local  conditions  which  result  from  labour  we  find 
rapid  disintegrative  and  absorptive  processes  focussed  around  a 
more  or  less  bruised  and  torn  genital  canal,  which  is  everywhere 
encompassed  by  enormously  dilated  and  hypertrophied  blood  and 
lymph  vessels  in  the  immediate  vicinity  of  the  great  peritoneal 
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lymph  sac ;  and  along  the  pouched  and  sinuous  canal  the  lochial 
discharge,  formed  of  dead  and  easily  decomposable  material,  is 
constantly  being  excreted — remarkable  physiological  conditions 
which  afford  such  facilities  for  the  development  of  pathological 
processes,  should  an  exciting  cause  of  disease  only  happen  to  be 
present. 

The  waste  products  of  tissue  metamorphosis  are  eliminated  by 
the  lochia,  and,  after  absorption,  by  cutaneous  and  renal  hyper- 
secretion, or  by  the  secretion  from  the  breasts,  the  evolution  of 
which  proceeds  side  by  side  with  the  involution  of  the  rest  of  the 
generative  system.  The  free  elimination  of  excrementitious 
matters  by  these  various  depurating  channels  is  an  essential  of 
healthy  childbed.  Otherwise  to  the  pre-existing  impoverishment 
is  quickly  added  an  adulteration  of  the  blood  by  the  accumulation 
in  it  of  the  products  of  disintegrating  tissues.  A  true  endo-genetic 
toxaemia  may  thus  occur,  constituting  in  itself  one  form  of 
puerperal  fever,  and  markedly  predisposing  the  puerpera  to  the 
superadded  risks  of  hetero-genetic  infection.  It  is  thus,  in  part  at 
least,  that  such  commonly  trivial  events  as  a  chill,  or  catching 
cold  may  have  a  prejudicial  effect  upon  puerperal  patients.  Per- 
haps also  it  is  by  checking  the  secretions  that  emotional  causes 
have  their  undoubted  influence.  And  the  not  uncommon  presence 
of  renal  disease  or  inadequacy  forms,  in  the  case  of  puerperal  even 
more  than  of  ordinary  traumatisms,  a  potent  predisposing  factor  to 
the  occurrence  of  such  complications  as  diffuse  cellulitis,  erysipela- 
tous inflammations,  septic  absorption  and  infection,  &c.  From 
these  considerations  we  can  understand  how  immediately  local 
processes  are  dependent  for  their  healthy  and  physiological 
characters  upon  the  soundness  of  the  body  generally,  and  of  the 
depurative  organs  more  particularly. 

Fever  in  a  puerpera  may  be  due  to — 
•     (1.)  The  presence  of  one  of  the  exanthemata,  modified  by  and 
modifying  the  general  and  local  concomitant  conditions. 

(2.)  Simple  traumatic  or  localised  inflammations,  unaccompanied 
by  the  graver  symptoms  of  systemic  poisoning. 

(3.)  Systemic  poisoning  which  has  its  origin  within  the  body, 
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and  results  from  the  retention  within  it  of  excrementitious  pro- 
ducts which  are  not  eliminated  by  the  usual  excretory  channels ; 
a  purely  endogcnetic  toxaemia,  or  self-empoisonment. 

(4.)  Systemic  poisoning  which  originates  from  some  focus  of 
absorption  or  infection  along  the  genital  tract.  As  in  the  last 
class,  the  constitutional  symptoms  here  also  precede  and,  to  a  great 
degree,  cloak  the  more  purely  local  ones.  Under  this  heading  we 
include  cases  of — 

(a.)  Septic  poisoning  or  absorption. 

(b.)  Septic  infection,  and  other  wound-infective  diseases — e.g., 
erysipelatous  and  diphtheritic. 

Certain  points  require  to  be  noted  in  connexion  with  this 
attempted  classification.  It  aims  rather  at  being  suggestive  than 
complete,  and  is  intended  only  to  embrace  the  more  important 
genera  of  puerperal  fevers.  In  practice,  moreover,  two  or  more  of 
these  are  almost  invariably  so  commingled  as  to  render  the  task  of 
their  disentanglement  well-nigh  a  hopeless  one.  This  is  especially 
so  in  the  case  of  the  various  groupings  of  classes  3  and  4,  to  which 
the  term  "  puerperal  fever "  was  formerly  loosely  applied,  and 
which  form,  I  believe,  the  most  frequent  of  the  serious  sources  of 
fever  in  childbed.  Puerperal  fevers  seldom  result  from  a  single 
efficient  cause ;  they  are  complex  diseases,  the  separate  threads  in 
the  causation  of  which  are,  in  practice,  extremely  difficult  to 
unravel.  This  fact  it  is  which  constitutes  at  once  the  difficulty  of 
their  classification,  prevention,  and  treatment. 

IS  THERE  ANY  FORM  OF  PUERPERAX  FEVER  WHICH  MAY  PROPERLY 
BE  DESCRIBED  AS  "  EPIDEMIC  ?  " 

The  term  "  epidemic  "  was  originally  used  in  a  purely  descriptive 
sense,  implying  simply  the  very  wide  prevalence  of  a  disease  among 
a  people.  In  the  course  of  its  history,  however,  various  secondary 
meanings  have  come  to  be  attached  to  it — as  that  the  disease  to 
which  it  is  applied  owes  its  prevalence  to  some  unknown  and 
unknowable  peculiarities  of  the  earth,  air,  or  people,  existing  at 
the  time  of  the  epidemic.  Thus  some  general  and  occult  cause 
was  assumed  in  order  to  explain  an  epidemic  prevalence,  if  that 
be  truly  considered  as  an  explanation  which  in  no  way  enlightens 
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us.  Indeed  the  phrase  "  epidemic  cause  "  appears  to  me  to  be  a 
singularly  unfortunate  one,  and  in  its  use  the  prolific  cause  of  con- 
fusion and  fallacy.  It  is  not  the  cause  of  a  disease,  but  the  con- 
ditions which  favour  their  growth,  multiplication,  and  activity  at  a 
particular  time  or  place,  Avhich  are  truly  epidemic.  Thus  scarlatina 
may  attack  individuals  more  or  less  sporadically  or  in  such  numbers 
as  sometimes  to  merit  the  application  of  the  term  "  epidemic."  But 
the  scarlatinal  virus  remains  in  both  cases  one  and  the  same,  only 
in  the  latter  case  the  sum  of  the  influences  which  favour  its  spread 
and  activity  is  greater  than  in  the  former.  There  is  no  special 
"  epidemic  cause,"  just  as  there  is  no  sporadic  cause. 

The  fallacy  has  been  carried  still  further  when  the  vague  abstrac- 
tion "  epidemicity  "  has  actually  been  assigned  as  in  itself  a  cause. 
Thus  Dr.  Fordyce  Barker  enumerates  as  causes  of  puerperal  fever 
"  epidemic  causes,  contagion,  and  infection." 

I  should  have  no  objection  to  the  use  of  the  term  epidemic,  pro- 
vided it  be  understood  as  applicable  to  localised  outbreaks,  and  as 
suggesting  no  theory  of  causation  more  mysterious  than  that  of  the 
usual  contagia  developing  and  acting  under  exceptionally  favour- 
able conditions.  Their  proper  contagia  are  the  necessary  and 
efficient  causes  of  the  different  infective  diseases.  Epidemic  in- 
fluences are  accidental  conditions  which  may  sometimes  cause  a 
general  or  public,  as  distinguished  from  an  individual,  predis- 
position to  the  action  of  the  contagia,  or  a  peculiar  activity  and 
multiplication  of  the  contagia  themselves. 

Bearing  these  distinctions  in  mind,  I  most  strenuously  protest 
against  the  argument,  so  often  preferred  or  implied,  that  inasmuch 
as  puerperal  fever  may  occur  in  an  epidemic  form,  its  causes  are 
to  be  sought  in  some  general  and  irremediable,  rather  than  in  local 
and  preventable  circumstances.  I  object  to  this  theory,  not  only 
because  it  postulates  a  fictitious  epidemic  cause,  but  because  there 
is  no  sufficient  evidence  to  show  that  puerperal  fevers  have  ever 
prevailed  so  extensively  as  to  justify  the  use  of  the  term  "epide- 
mic" in  its  only  legitimate  significance. 

The  so-called  "  epidemics "  have  occurred  in  hospitals,  or  for 
limited  periods  in  the  practice  of  particular  nurses  or  physicians, 
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and  their  right  explanation  is  clearly  to  be  sought  for  in  the 
actual  transfer  of  the  virus  by  hands,  instruments,  &c,  from 
one  patient  to  another.  Let  us  take  on  this  point  the  singu- 
larly candid  testimony  of  an  old  writer,  free  from  the  party 
bias  which  has  grown  up  around  this  question  since  his  time. 
Dr.  Gordon,  in  an  essay  published  in  1795,  narrated  the  history  of 
an  "  epidemic ''  occurring  in  Aberdeen.  The  following  quotations 
suffice  to  give  his  chief  conclusions  : — 

"  The  disease  attacked  only  such  women  as  were  visited  or  deli- 
vered by  a  practitioner,  or  taken  care  of  by  a  nurse,  who  had  pre- 
viously attended  patients  affected  with  the  disease." 

"  It  is  a  disagreeable  declaration  for  me  to  make  that  I  was  myself 
the  means  of  carrying  the  disease  to  a  great  number  of  women." 

"  I  arrived  at  that  certainty  in  the  matter  that  I  could  venture 
to  foretell  what  women  would  be  affected  with  the  disease,  upon 
hearing  by  what  midwife  they  were  to  be  delivered,  or  by  what 
nurse  they  were  to  be  attended  during  their  lying-in,  and  almost  in 
every  instance  my  prediction  was  verified." 

It  is  probable  that  the  contagia  of  some  infective  forms  of  puer- 
peral fever  are  more  virulent,  more  enduring,  and  more  easily 
carried  than  those  of  others,  and  that  certain  general  conditions 
but  vaguely  understood  may  have  some  influence  upon  the  spread 
of  their  living  contagia — perhaps  by  increasing  their  fertility  and 
hold  upon  life.  Thus  while  I  doubt  if,  under  any  circumstances, 
these  fevers  have  ever  assumed  truly  epidemic  proportions,  it  is 
quite  possible  that  certain  widely  acting  conditions  may  sometimes 
account  for  an  unusual  prevalence. 

Here  we  may  naturally  turn  to  the  question — Is  there  a  special 

FORM  OF  PUERPERAL  FEVER  WHICH  MAY  BE  DEFINED  AS  THE 
SPECIALLY      MODIFIED      OUTCOME      OF     SOME     EXISTING     EPIDEMIC 

zymotic  ?  Dr.  Atthill  argued  in  this  Section  last  year  that  there 
was  such  a  form  ("  epidemic  metria ")  "  of  a  highly  infectious 
nature,  differing  essentially  in  its  symptoms  and  course  from  that 
the  result  of  septic  poisoning."  I  am  unable  to  accept  this  view, 
because — 

(1 .)  The  fact  that  like  begets  like  among  contagious  and  infectious 
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diseases  has  been  so  established  by  clinical  and  experimental  obser- 
vations as  an  axiom  of  modern  medicine,  that  it  can  only  be  displaced 
by  unequivocal  evidence  to  the  contrary.  If  obtainable,  such  evi- 
dence would  revolutionise  our  ideas  of  infective  diseases.  We  must 
consider  that,  as  already  mentioned,  all  the  graver  fevers  which 
attack  the  puerpera  are  apt  to  exhibit  a  common  puerperal  type — 
pelvic  and  abdominal  symptoms,  scanty  lochia,  deficient  milk  secre- 
tion, and  a  tendency  to  pass  quickly  into  a  typhoid  condition. 
Aggravated  toxaemia  is  the  necessary  consequence  of  them  all,  and 
may  kill  before  we  have  adequate  grounds  for  deciding  upon  the 
real  nature  of  the  fever  present.  Any  of  the  acute  specific  fevers 
attacking  a  patient  about  the  time  of  labour  is  also  likely  to  have 
its  own  course  and  symptoms  masked  by  the  supervention  of  septic 
poisoning  and  infection.  Should  the  patient  survive  for  a  sufficient 
period,  the  original  disease  would  most  probably  be  indicated  by 
appropriate  symptoms  or  lesions ;  while,  as  its  specific  infective 
properties  must  still  exist  in  the  puerpera,  we  might  expect  to  find 
them  sometimes  communicated  in  less  equivocal  form  to  her  non- 
puerperal attendants.  Notwithstanding,  however,  that  they  are 
stamped  with  a  puerperal  type,  the  rule  is  undoubtedly  that  the 
various  zymotics  do  not  infrequently  attack  puerperae  without  losing 
their  characteristic  features. 

(2.)  If  the  contagia  of  such  fevers  as  scarlatina  or  typhus  are 
able  to  give  rise  to  an  "  epidemic  metria,"  then  this  latter  should 
be  much  more  frequent  than  it  is,  and  would  not  remain  localised 
in  hospitals,  as  it  almost  invariably  does.  Its  diffusion  would  be 
commensurate  with  that  of  the  prevalent  zymotic  from  which  it 
sprang. 

(3.)  The  assumed  cause  leaves  unexplained  the  very  striking 
fact — commented  on  by  all  who  have  described  this  epidemic  variety 
of  puerperal  fever — that  primiparae,  or  those  whose  labours  have 
been  protracted  or  difficult,  are  those  whom  it  attacks  most  fre- 
quently. 

(4.)  It  is  impossible  to  reconcile  this  causation  with  the  general 
uniformity  with  which  the  disease  makes  its  appearance  during  the 
early  days  of  childbed. 
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(5.)  An  examination  of  the  Registrar-General's  Reports  for  the 
past  ten  years  has  failed  to  show  any  constant  connexion  between 
"  metria  "  and  any  of  the  zymotics — Drs.  Matthews  Duncan  and 
Lusk  having  both  carefully  studied  this  statistical  aspect  of  the 
question  and  arrived  at  similar  conclusions  some  years  since. 

IS  THERE  ANY  FEVER,  PECULIAR  OR  ESSENTIAL  TO  CHILDBED,  TO 
WHICH  THE  TERM  "  PUERPERAL  FEVER  "  IS  PROPERLY  APPLICABLE  ? 

This  most  important  question  may  be  put  otherwise,  thus-1— Is  there 
any  specific  poison  which  acts  only  on  a  puerpera,  giving  rise  in  her 
to  the  symptoms  and  lesions  of  an  essential  fever  ?  Prima  facie  there 
is  much  improbability  in  the  existence  of  such  a  fever  inseparably 
associated  with  a  particular  physiological  state.  The  most  notable 
of  living  adherents  to  this  view — Dr.  Fordyce  Barker — has  lately 
stated  his  reasons  for  holding  it,  in  the  course  of  a  debate  upon 
puerperal  fever,  following  Dr.  G.  Thomas's  paper,  read  before  the 
New  York  Academy  of  Medicine.  Dr.  Barker  then  stated  that  "his 
conviction  was  strong  that  outside  of  hospitals  less  than  two  per 
cent,  of  the  puerperal  diseases,  and  not  half  of  one  per  cent,  of  the 
deaths  after  childbirth  were  due  to  septicaemia."  I  prefer  to  quote 
Dr.  Barker's  arguments  directly  from  his  work  upon  "  Puerperal 
Diseases,"  where  they  are  given  in  detail,  than  from  the  reports  of 
a  discussion  which  appears  to  have  suffered  somewhat  from  the 
exuberance  of  rhetoric  and  sarcastic  repartee  on  the  parts  of  the 
two  principal  disputants.  Dr.  Barker's  "confession  of  faith"  upon 
the  subject  of  puerperal  fever  may  be  summarised  as  follows : — 

There  is  a  fever  peculiar  to  puerperal  women  which  belongs  to 
the  class  of  zymotic  diseases,  and  is  as  much  a  distinct  disease  as 
scarlatina  or  typhoid.  The  determining  cause  of  this  fever  may 
be  either  epidemic  influences,  contagion,  infection,  or  nosocomial 
malaria.  Local  inflammations  may  or  may  not  coexist  with  the 
fever.  Auto-  or  hetero-genetic  septicaemia  may  exist  by  them- 
selves, or  may  complicate  puerperal  fever. 

In  narrowing  the  issue  to  a  question  between  a  distinct  disease, 
appropriately  termed  puerperal  fever,  and  puerperal  septicaemia, 
Dr.  Barker  has,  I  think,  adopted  too  exclusive  a  standpoint. 
This  is  still  true  even  when  we  confine  our  attention  to  such  fevers 
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as  depend  upon  a  primary  constitutional  affection,  distinct  from 
any  of  the  exanthemata.  Perhaps  discreetly,  Dr.  Barker  does  not 
attempt  a  direct  proof  of  his  theory.  He  does  not  rely — as  he 
could  do  in  regard  to  diseases  such  as  scarlatina  or  typhoid — upon 
any  characteristic  history,  development,  grouping  of  signs,  symp- 
toms, or  lesions,  to  prove  that  puerperal  fever  is  a  distinct  disease 
of  the  zymotic  class.  The  only  constant  phenomena  of  the  disease 
are  those  common  to  all  fevers — rise  of  temperature,  frequency  of 
the  pulse  and  respiration.  An  initial  chill ;  abdominal  pains, 
tenderness,  and  distension  ;  vomiting  and  diarrhoea ;  a  furred,  dry, 
and  cracked  tongue ;  cerebral  disturbances ;  scanty  foul  lochia ; 
diminution  or  non-appearance  of  the  milk  secretion — are  all  noted 
as  more  or  less  common,  but  not  constant  symptoms.  There  is  no 
"  positive  definite  symptom  by  which  puerperal  fever  may  be 
recognised."  In  reference  to  lesions,  we  find  it  stated  that  "  puer- 
peral fever  has  no  characteristic  anatomical  lesions.  There  is  a 
great  variety  of  structural  lesions  found,  the  most  frequent  of 
which  are  those  of  the  peritoneum,  those  of  veins  of  the  uterus, 
those  of  the  inner  surface  of  the  uterus,  and  those  of  the  lymphatics. 
But  these  lesions  are  not  uniform  or  constant."  They  vary  in 
different  "  epidemics."  "  The  most  malignant  form  of  the  disease, 
that  in  which  a  fatal  result  occurs  the  most  speedily,  offers  the 
fewest  and  least  striking  structural  lesions.  .  .  .  This  would 
seem  to  prove  that  the  lesions  are  consecutive  or  secondary ;  and 
that  there  is  a  primary  disease,  an  original  cause  of  vital  depression, 
which  sometimes  destroys  life  so  rapidly  that  there  is  no  time  for 
the  development  of  the  secondary  morbid  alterations."  These 
facts  are  rightly  urged  as  invalidating  the  theory,  countenanced  by 
some  writers,  that  the  general  symptoms  depend  on  local  inflam- 
mations. Surely  they  argue  even  more  convincingly  against  a 
theory  which  would  assign  one  uniform  cause  for  results  which  are 
constant  only  in  their  inconstancy. 

Dr.  Barker  bases  his  belief  in  a  distinct  puerperal  fever  upon 
the  inadequacy  of  the  septicaemic  theory,  as  understood  by  him,  to 
account  for  all  the  phenomena.  At  best  such  an  argument  cannot 
be  regarded  as  a  strong  or  convincing  one;  and  it  is  all  the  weaker 
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in  the  present  instance,  since  by  septicaemia  Dr.  Barker  evidently 
understands  only  its  least  frequent  and  serious  form,  that  of  septic 
poisoning.  Nowhere  does  he  appear  to  have  himself  grasped, 
or  to  present  to  his  readers,  the  essential  difference — in  causes, 
symptoms,  course,  and  lesions — between  cases  of  "  septic  poison- 
ing," "  intoxication,"  or  "  absorption,"  and  those  more  frequent  and 
serious  ones  of  "  septic  infection."  In  his  chapter  on  Puerperal 
Septicaemia  he  recognises  that  there  are  two  sources  of  infection — 
auto-  and  hetero-infection,  but  he  fails  to  differentiate  the  different 
types  of  disease  in  which  they  result.  The  phrases,  "  septic  infec- 
tion," "  putrid  infection,"  and  "  septic  absorption,"  alternate  with 
one  another  in  his  essay,  apparently  for  no  other  purpose  than  that 
of  saving  a  verbal  reiteration.  The  details  which  he  gives  of  puer- 
peral septicaemia,  and  the  arguments  he  uses,  are  such  as  can  only 
apply  to  septic  poisoning,  or  the  non-infective  form  of  septicaemia. 
Thus  he  states  that  the  symptoms  and  gravity  of  the  fever  depend 
on  the  amount  of  septic  material  absorbed — a  fact  in  regard  to 
septic  poisoning,  but  of  very  limited,  if  any,  truth  if  applied  to 
septic  infection.  Again,  Billroth's  description  of  septicaemia  is 
appealed  to  as  showing  that  it  cannot  be  applied,  mutatis  mutandis, 
to  puerperal  fever.  But  this  description  is  distinctly  one  of  septic 
poisoning,  not  of  septic  infection,  which  is  that  form  which  has 
been  most  clearly  identified  with  the  so-called  puerperal  fever. 
There  can  be  no  question  that  Dr.  Barker's  "  Essay  on  Puerperal 
Septicaemia "  was,  at  the  date  of  its  first  publication,  quite  on  a 
level  with,  if  not  indeed  in  advance  of,  current  knowledge.  We 
can  only  regret  that  his  most  recent  expression  of  opinion  practically 
amounted  to  the  statement  that  no  further  advances  were  since 
possible  in  this  direction. 

Bearing  in  mind,  therefore,  these  initial  objections  to  the  nature 
of  his  argument,  we  may  briefly  view  the  separate  reasons  which  he 
has  given.    These  reasons  he  has  arranged  under  three  headings  : — 

(1 .)  "  The  septicaemia  doctrine  is  incompatible  with  the  authentic 
facts  that  puerperal  fever  is  contagious  and  infectious.  Those  who 
believe  that  puerperal  fever  is  identical  with  septicaemia,  deny  that 
the  disease  is  really  contagious,  although  they  admit  that  it  is 
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manually  transferable."  Dr.  Barker  proceeds  to  show  that  "  puer- 
peral fever "  commonly  tracks  the  practice  of  a  single  nurse  or 
physician,  "  while  in  the  same  neighbourhood,  village,  or  city,  the 
disease  is  not  met  with."  Dr.  Barker  does  not,  unfortunately,  define 
what  he  means  either  by  "  contagious  "  or  "  infectious,"  nor  does 
he  offer  any  proof  beyond  his  statement  that  a  series  of  cases 
occurring  in  one  nurse's  or  physician's  practice,  results  otherwise 
than  by  the  manual  or  instrumental  transfer  of  the  poison  from  the 
genital  tract  of  one  patient  to  that  of  another.  By  such  transfer 
the  disease  is  propagated,  and  in  such  a  sense  only  has  it  been 
securely  established  that  puerperal  fever  is  contagious  or  infectious. 
Schroeder  and  other  German  writers  decline  to  apply  the  term 
"  contagious  "  to  this  disease,  "  for  by  a  contagious  disease  is  meant 
one  in  which  a  specific  poison  is  generated  within  a  diseased 
organism,  and  which,  conveyed  to  other  individuals,  always  produces 
the  same  specific  disease."  They  deny  that  puerperal  fever,  which 
is  identical  with  puerperal  septicaemia,  is  a  specific  disease.  It  is 
caused  by  the  actual  grafting  of  some  form  of  septic  material  on  the 
genital  passages  during  or  after  labour.  This  cause  is  amply 
sufficient  to  explain  those  series  of  cases  occurring  in  hospital  or 
private  practice  which  have  been  loosely  termed  "  epidemics." 
Moreover,  it  may  be  pertinently  asked — Is  there  any  other  specific 
fever,  both  infectious  and  contagious,  which  is  ever  characterised 
by  so  remarkable  a  trait  as  that  of  originating  de  novo  and  subse- 
quently remaining  limited  in  its  spread  to  one  man's  practice  ? 

But  septicaemia  does  not  follow  the  footsteps  of  a  surgeon  as 
puerperal  fever  does  those  of  an  obstetrician,  and,  Dr.  Barker 
argues,  "  this  one  fact  alone  is  sufficient  to  demonstrate  that  the 
diseases  are  not  identical."  Yet  the  whole  of  modern  surgery  has 
been  revolutionised  by  the  practical  acceptance  of  the  doctrine  of 
germ-infection,  and  the  rigorous  precautions  adopted  for  the  pre- 
vention of  septicaemia  and  its  allied  diseases.  A  surgeon  who, 
fresh  from  a  case  of  erysipelas,  or  from  the  post  mortem  examination 
of  a  puerperal  fever  patient,  would  venture,  without  the  strictest 
antiseptic  measures,  to  perform  an  ovariotomy,  would  quickly 
manufacture  for  himself  an    initial  case  of   surgical   septicaemia. 
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And  if  lie  were  to  perform  twenty  more  abdominal  sections  during 
the  succeeding  month,  making  autopsies  of  his  cases  as  he  proceeded, 
who  can  doubt  that  the  initial  case  would  quickly  grow  into  a 
private  "  epidemic  ?"  The  parallel  is  not  so  strained  as  it  may  at 
first  sight  appear.  It  must  be  remembered  that  cases  in  obstetric 
practice  follow  one  another  rapidly,  and  that  the  physician  who  is 
unhappy  enough  to  have  a  puerperal  fever  patient  under  his  care 
must  bring  his  hands  into  daily  contact  with  septic  infective 
material  of  the  most  virulent  kind.  If  he  continues  his  practice 
under  such  circumstances  he  puts  himself  in  the  same  position  as 
the  surgeon.  The  results  would  in  both  series  of  cases  be  as  identical 
as  the  diseases.  The  only  surgical  operations  which,  in  relation 
to  the  possibilities  of  septic  infection,  can  fairly  be  compared  with 
midwifery  practice  are  those  which  deal  with  serous  membranes, 
more  especially  such  operations  as  ovariotomies.  The  marvellous 
successes  of  recent  abdominal  surgery  have  only  been  attained 
through  the  recognition  of  the  main  dangers  attending  it — those 
of  septic  infection  or  absorption  ;  and  to  such  dangers  the  vascular, 
nervous,  local,  and  general  conditions  of  the  puerpera  peculiarly 
expose  her.  To  state,  as  Dr.  Barker  does,  that  ordinary  trauma- 
tisms offer  much  larger  absorbent  surfaces  than  those  of  puerperal 
wounds,  is  to  ignore  in  a  most  unaccountable  manner  not  only  the 
special  conditions  of  these  latter,  but  the  universally  admitted  fact 
that  the  characters  and  sites  of  wounds  have  much  more  influence 
upon  this  question  than  their  mere  extent. 

(2.)  "Puerperal  fever  differs  from  septicaemia  in  its  origin,  its 
mode  of  attack,  and  its  symptoms.  The  former  disease  originates 
from  epidemic  causes,  from  contagion,  and  from  infection — the 
latter  from  nosocomial  malaria,  from  autogenetic  infection,  and 
from  direct  inoculation."  I  have  already  alluded  to  the  subject 
of  epidemic  causes,  which,  however,  it  is  surprising  to  find  assigned 
such  a  prominent  place  in  the  etiology  of  puerperal  fever  by  an 
author  who  has  only  just  dwelt  upon  its  characteristic  trait  of 
remaining  limited  to  the  practice  of  individuals.  "  Contagion  " 
mid  -'  infection,"  when  used  as  distinct,  are  words  which  require 
definition,  but  in  a  very  common  sense  they  may  both  be  applied 
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to  the  infective  form  of  septicaemia.  "  Nosocomial  malaria  "  has 
elsewhere  been  assigned  a  place  among  the  causes  of  "  puerperal 
fever,"  and  I  am  unable  to  separate  "  autogenetic  infection  "  and 
"  direct  inoculation  "  from  infection  and  contagion  of  some  form. 

As  a  proof  that  puerperal  fever  and  septicaemia  are  not  identical, 
Dr.  Barker  urges  that — "  The  symptoms  of  puerperal  fever  are 
frequently  manifested  a  day  or  two  before  or  during  labour,  even 
when  the  child  is  subsequently  born  alive.  .  .  .  But  in  sep- 
ticaemia the  symptoms  are  never  observed  before  or  during  labour, 
except  when  the  foetus  is  putrid,  as  a  traumatic  lesion  is  a  necessary 
element  for  the  absorption  of  septic  material."  Such  cases  as  those 
alluded  to  do  undoubtedly  occur,  but  only  quite  exceptionally.  The 
conclusion  sought  to  be  established  from  them  must  in  any  case 
depend  upon  the  two  alternatives  offered  being  the  only  possible 
ones.  The  major  premise,  suppressed  in  the  argument — viz.,  that 
"  in  such  cases  the  symptoms  must  result  from  an  essential  fever 
or  from  septicaemia  " — is  unfounded,  or  at  least  unproven.  Nor  is  it 
quite  accurate,  with  our  present  knowledge,  to  state  that  traumatism 
is  a  necessary  antecedent  of  septicaemia  in  any  form.  Dr.  Barker 
himself  records  instances  in  which  septic  absorption  occurred 
without  traumatism  as  a  result  of  the  death  and  putrefaction  of  the 
foetus  within  unbroken  membranes.  Apart  from  this  fact,  however, 
vaginal  examinations  made  towards  the  close  of  pregnancy  reveal,  in 
the  greater  number  of  cases,  such  an  abraded  state  of  the  cervix  as 
would  make  it  a  fitting  nidus  for  the  deposition  and  growth  or 
absorption  of  septic  material.  It  is,  therefore,  quite  possible  for 
a  septicaemia  to  originate  as  a  result  of  local  examinations  made 
before  labour,  and  some  of  these  very  rare  cases  may  be  thus 
explained.  Others  are  most  probably  cases  in  which  some  one  of 
the  exanthemata  chances  to  fall  about  the  time  of  labour,  and  has 
its  subsequent  course  and  symptoms  so  modified  by  the  advent  of 
labour  and  the  puerperal  state,  that  it  assumes  a  more  or  less 
markedly  puerperal  type.  It  may  be  further  complicated  by 
toxaemic  or  septicaemic  conditions,  and  eventuate  fatally  before 
characteristic  proofs  of  the  primary  condition  show  themselves. 
Despite  the  interest  and  importance  attaching  to  these  cases,  we 
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have  very  little  precise  information  regarding  them.  Much  light 
mi°-ht  be  thrown  upon  the  subject  by  a  collection  of  accurate  and 
complete  records,  including,  where  possible,  post  mortem  details  of 
as  many  such  cases  as  possible.  In  default  of  such  particulars  the 
explanation  given  appears  to  me  to  be  the  most  reasonable,  and 
accords  with  the  only  cases  of  the  kind  which  I  have  myself 
met.  In  one  of  these  the  fever  proved  to  be  typhus  ;  in  another, 
scarlatina,  which  became  complicated  by  septic  poisoning,  and 
proved  fatal ;  and  in  two  others  small-pox,  which  ran  a  malignant 
course  in  both  instances.  Dr.  Barker's  explanation  is  a  curious 
one — admitting,  as  it  does,  that  a  fever  which  is  peculiar  to  a 
puerpera  may  occur  also  in  a  gravida.  If  this  be  so,  and  the  fever 
be  contagious,  infectious,  and  epidemic,  as  he  believes,  ought  we 
not  to  find  pregnant  women,  equally  with  puerpera?,  dying  of  this 
particular  result  of  "  epidemic  influences  ?" 

(3.)  Dr.  Barker's  third  argument  against  the  doctrine  of  septic- 
aemia consists  in  the  alleged  fact  that  the  infants  of  mothers  suffering 
from  "puerperal  fever"  never  show  symptoms  of  septic  absorption 
through  the  umbilical  stump,  or  through  the  wound  left  by  a 
circumcision.  The  latter  wound,  he  states,  "  offers  a  greater  exposed 
surface  for  the  absorption  of  septical  material  than  the  lesions  of 
most  puerperal  women  " — an  extraordinary  statement,  when  we 
consider  the  entirely  different  nature  of  the  wounded  surfaces  in 
the  two  cases,  the  much  greater  frequency  with  which  septicaemia 
follows  a  contused  or  lacerated  than  a  cleanly  cut  wound,  and  the 
numerous  other  conditions  which  favour  septic  infection  and  absorp- 
tion along  the  genital  tract  of  a  puerpera.  Apart,  however,  from 
these  considerations,  the  infants  of  mothers  suffering  from  this 
disease  do  not  infrequently  suffer  from  septic  infection.  Such  cases 
have  been  specially  recorded  by  Lorain,  Hecker,  Buhl,  and  Winckel, 
and  I  have  myself  seen  one  infant  who  died  from  a  pyaemia,  with 
numerous  abscesses,  contracted  under  such  circumstances. 

Dr.  Barker  mentions  erysipelas  and  trismus  as  diseases  of  infants 
which  occur  in  conjunction  "with  puerperal  fever.  Why,  it  may  be 
asked,  should  these  diseases,  whose  common  predisposing  causes 
are  to  be  found  in  want  of  cleanliness,  defective  ventilation,  and 
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over-crowding,  and  which  start  almost  constantly  from  the  um- 
bilical wound,  be  associated  so  closely  with  such  a  disease  as  Dr. 
Barker  understands  by  puerperal  fever?  The  conditions  which 
favour  their  development  and  their  source  of  origin  clearly  identify 
them  much  more  closely  with  puerperal  septic  infection.  So  far  as 
concerns  erysipelas,  the  intimate  relationship  between  its  virus  and 
that  of  some  forms  of  septic  infection  appears  decisively  to  indicate 
its  appearance  in  the  new-born  as  the  consequence  of  the  latter 
disease  in  the  mother.  Again,  these  diseases  of  the  new-born  occur 
almost  exclusively  in  connexion  with  hospitals,  and  have  been 
especially  connected  with  outbreaks  of  maternal  disease.  Like 
septicaemia,  they  are  rarely  met  with  in  private,  and  have  been 
progressively  diminishing  in  proportion  as  greater  attention  has 
been  given  to  general  and  special  hygienic  details.  The  following 
history,  quoted  from  Dr.  Lewis  Smith's  "  Diseases  of  Infancy  and 
Children"  (4th  edition,  p.  336),  is  one  of  unusual  interest  in  this 
connexion  : — In  making  a  post  mortem  examination  of  a  man  who 
had  died  from  an  acute  and  obscure  disease  of  the  knee,  Dr.  C. 
(partner  of  the  narrator),  "  pricked  his  finger,  and,  experiencing 
little  inconvenience  from  it  at  first,  he  attended  a  case  of  confine- 
ment on  the  following  morning.  A  few  hours  later  he  was  taken 
sick,  and  I  took  charge  of  the  lady,  who  died  in  three  days  with  a 
tumid  abdomen  and  the  symptoms  of  childbed  fever.  The  infant 
of  this  patient  was  seized,  when  two  days'  old,  with  erysipelas, 
.  terminating  fatally  in  one  day.  Dr.  C.'s  finger  became 
swollen  and  painful,  and  the  lymphatics  of  the  forearm  and  arm 
became  inflamed,  presenting  red  lines,  and  the  axillary  glands 
suppurated.  Though  feverish  and  prostrated,  there  was  no  appear- 
ance of  erysipelas  in  his  case.  In  about  two  weeks  he  resumed 
practice,  and,  as  at  that  time  physicians  were  not  fully  aware  of  the 
danger  of  communicating  puerperal  fever,  he  attended  two,  three, 
or  four  patients  a  week  until  the  number  reached  fifteen.  -  All  the 
mothers  died  with  symptoms  of  metro-peritonitis,  and  all  the  infants 
had  erysipelas,  commencing  on  the  face  or  some  part  of  the  body, 
on  the  second  or  third  day  after  birth,  and  in  all  terminating  fatally 
within  a  week.     This  sad  record  was  ended  by  the  doctor's  tem- 
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porarily  retiring  from  practice."  Here  we  have  unmistakable 
evidence  of  the  traumato-infective  nature  of  the  disease,  which 
affected,  in  turn,  the  physician  with  a  spreading  lymphangeitis  of 
the  arm,  the  puerperae  with  a  rapidly  fatal  childbed  fever,  and  the 
infants  with  a  fatal  erysipelas. 

I  have  advisedly  dwelt  at  length  upon  this  question  of  a  distinct 
specific  puerperal  fever,  because  it  is  iu  itself  one  of  paramount 
importance,  and  because  the  various  arguments  which  have  been 
urged  both  for  and  against  the  existence  of  such  a  distinct  entity 
possess  a  general  quite  as  much  as  a  special  value.  I  feel,  more- 
over, how  much  more  easily  men  are  tempted  to  adopt  "fresh 
woods  and  pastures  new"  when  they  have  once  learned  the  naked- 
ness of  old  belongings ;  and  I  cannot  but  think  that  anyone  who 
examines  this  question  without  bias  will  feel  himself  coerced  into 
finally  abandoning  the  view  for  which  Dr.  Barker  has  done  all  that 
an  advocate  can  do,  and  in  affirming  which  he  goes  so  far  as  to 
state  that  ;'  he  must  die  impenitent." 

Can  the  poison    of   septic   absorption    or  infection   be 

CARRIED  IN  THE  AIR  AND  ACT  THROUGH  THE  LUNGS  ?    This  is  a  Very 

difficult  question  to  answer,  because  in  most  cases  other  more  certain 
carriers  of  the  contagia  may  be  found  if  sought  for.  It  is  unlikely 
that  a  practitioner,  whose  footsteps  are  being  tracked  by  this  disease, 
carries  about  with  him  a  poisonous  atmosphere  sufficiently  saturated 
at  least  to  poison  the  atmosphere  of  one  lying-in  room  after  another. 
It  is  infinitely  simpler  and  more  reasonable  to  suppose  that  in  these 
cases  the  poison  is  directly  implanted  upon  the  genital  canal  by  the 
hands,  instruments,  or  other  impedimenta  of  midwifery  practice. 
A  poison-laden  atmosphere  has  chiefly  been  assumed  in  order  to 
explain  the  prevalence  of  these  diseases  in  hospitals.  Thus,  Dr. 
More  Madden  has  quite  recently  expressed  his  conversion  to  the 
view  that  "  in  all  large  hospitals  where  a  number  of  women  are 
crowded  together  a  specific  puerperal  fever  is  necessarily  created." 
This  opinion  is  not,  however,  supported  by  such  well-established 
facts  as  can  justify  the  raising  once  again  of  the  cry  "  delenda  est 
Carthago."  Winckel  considers  the  question  in  detail,  and  concludes 
that  "  the  communication  of  the  disease  through  the  medium  of  the 
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air  of  a  lying-in  establishment  is  extremely  rare."  He  adds,  that 
if  such  a  mode  of  origin  exists  at  all,  "  the  infection  is  to  be  attri- 
buted to  the  direct  action  of  an  atmosphere  impregnated  with 
infectious  elements  upon  some  portion  of  the  mucous  lining  of  the 
genital  canal,"  rather  than  to  "  an  absorption  of  the  virus  on  the 
part  of  the  lungs,  and  its  subsequent  deposit  in  the  uterus."  Why 
invoke  a  "  specific  puerperal  atmosphere  "  as  an  efficient  cause  of 
the  disease  in  hospitals  when  the  records  of  private  practice  abun- 
dantly prove  that  it  can  be  generated  without  such  ?  It  is  the  more 
needless  to  make  such  an  assumption,  since  the  other  opportunities 
for  direct  transfer  of  the  contagia  are  so  much  more  numerous  in 
hospitals  used  for  clinical  teaching  than  in  private.  And  experience 
has  proved  that  the  most  perfect  ventilation  is,  by  itself,  no  sure 
safeguard  against  "hospital  epidemics;"  while  these  have  been 
now  almost  completely  banished  by  restricting  the  number  of  local 
examinations  during  and  subsequent  to  labour,  and  by  insisting 
that  the  hands  and  instruments  necessarily  used  should  be,  in  the 
first  instance,  rendered  properly  aseptic.  How  does  a  specific 
puerperal  atmosphere  explain  the  fact  that  the  subjects  of  difficult 
and  protracted  labours,  primiparas  and  others,  in  whom  local  exami- 
nations are  naturally  frequent,  and  generative  lesions  more  marked 
than  is  normal,  are  specially  liable  to  suffer  from  these  diseases? 
Certain  facts  seem  to  be  quite  subversive  of  this  doctrine : — Such 
as  that  those  who  escape  examinations  during  labour — e.g.,  the 
subjects  of  street  deliveries — enjoy  a  comparative  immunity ;  that 
a  prolonged  stay  in  hospital  previous  to  delivery  by  no  means 
enhances  the  risk ;  and  that  the  periods  of  greatest  prevalence  of 
disease  in  hospitals  have  not  always  corresponded  with  the  periods 
of  the  greatest  aggregation  of  patients  within  its  wards. 

Still  it  is  quite  certain  that  impure  air — such  as  may  be  caused 
by  over-crowding,  defective  hygienic  conditions,  ventilation,  &c. — 
has  a  most  important  effect  in  predisposing  the  women  who  have 
to  breathe  it  to  attacks  of  these  affections,  and  very  probably  also 
in  aggravating  their  consequences.  The  same  law  holds  good  for 
surgical  septicaemia  of  every  kind.  But  it  is  unproved  that  bad 
hygienic  conditions  can  generate  these  diseases,  per  se,  though  the 
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actual  germs  of  such  may  be  supposed  to  find  in  them  a  peculiarly 
fruitful  soil.  Under  such  conditions,  also,  puerperal  wounds  fail 
to  heal  kindly  ;  their  surfaces  assume  a  diphtheritic-like  appearance, 
and  they  absorb  septic  poisons  or  organisms  with  unusual  facility. 

Certain  authorities,  mostly  French,  believe  that  not  only  is  the 
disease  communicable  through  the  air,  but  that  it  may  be  generated 
by  the  pulmonary  absorption  of  the  poison.  Among  these  mav  be 
mentioned  Hervieux,  Tarnier,  Doleris,  and  Charpentier — all  of 
whom,  however,  admit  that  infection  through  the  genital  tract  is 
a  much  more  common  occurrence.  So  far,  I  know  of  no  facts 
which  would  coerce  me  into  accepting  this  opinion.  But  if  true, 
the  poison  which  is  taken  up  from  the  air  by  the  lungs  is 
certainly  not  the  same  as  that  which  enters  by  the  more  usual 
channels  of  infection.  Doubtless,  the  various  kinds  and  channels 
of  infection  are  not  yet  thoroughly  understood  or  known,  and  it  is 
wiser  to  suspend  our  judgment  upon  some  points  concerning  which 
a  younger  and  fuller  knowledge  may  in  due  time  enlighten  ua. 
But  exceptional  sources  of  puerperal  fevers  leave  untouched  the 
main  question  of  cause  and  prevention. 

"Septic  Poisoning"  is  the  condition  produced  by  the  absorption 
into  the  system  of  the  chemical  products  of  decomposition.  These 
products  are  not  capable  of  any  reproduction  or  increase  within 
the  body,  which  they  affect  after  the  manner  of  a  purely  chemical 
poison.  The  results  vary  with  the  rapidity  and  amount  of  the 
putrid  poison  absorbed.  There  may  also  be  different  varieties  of 
septic  poison,  which  we  are  unable  to  separate  from  one  another. 

The  expression  "  autogenetic  puerperal  fever"  has  been  wrongly, 
as  it  appears  to  me,  applied  to  this  variety.  The  putrefaction 
which  produces  the  poison  results  from  the  access  to  the  genital 
passages  of  an  external  cause,  and  is  not  therefore  intrinsic.  The 
elements  of  decomposition  exist,  however,  in  the  air,  which  so 
easily  and  frequently  finds  an  entrance  into  the  vagina  both  during 
and  after  labour.  Should  there  then  exist  any  retention  of,  or 
obstruction  to,  the  outflow  of  the  lochia,  septic  decomposition  and 
poisoning  may  rapidly  result.  But  the  entrance  of  air  in  these 
cases  does  not  seem  to  be  so  essential  to  this  process  as  is  imagined 
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by  Dr.  Macan  and  others.  The  germs  of  putrefaction  are  probably 
present  in  the  vagina  before  labour  sets  in,  and  may  be  introduced 
at  any  time  by  the  hands  or  instruments.  A  free  and  rapid  dis- 
charge of  the  lochia  does  not  allow  time  for  putrefaction.  On  the 
other  hand,  retention  of  the  lochia  or  secuudines  inevitably  ends  in 
decomposition. 

I  should  prefer  to  call  this  form  of  puerperal  fever  by  such  a 
name  as  "non-infective  puerperal  septicaemia,"  or  "puerperal 
septic  poisoning."  Despite  a  common  belief  to  the  contrary,  this 
form  is  rather  rare,  since  absorption  does  not  readily  occur 
through  granulating  surfaces,  and  decomposition  rarely  takes  place 
until  the  puerperal  traumatisms  have  so  far  advanced  towards 
healing.  The  most  frequent  cause  of  puerperal  septic  poisoning 
seems  to  consist  in  the  decomposition  of  some  retained  and  adherent 
portions  of  the  membranes,  or  especially  of  the  placenta.  In  these 
cases  the  uterine  sinuses  are  kept  patulous,  and  the  absorption 
occurs  at  the  placental  site.  Unless  a  fatal  close  of  the  poison  has 
already  been  absorbed,  this  form  of  fever  is  usually  curable  by 
washing  out  the  uterus  with  such  solutions  as  destroy  the  causes 
of  decomposition,  and  providing  for  the  free  and  ready  exit  of  the 
lochial  discharges.  That  foetid  lochia  are  so  frequently  met  with 
without  fever  is  due  in  part  to  the  lateness  of  decomposition,  and 
in  part  also  to  the  freedom  of  drainage. 

The  noteworthy  points  relating  to  puerperal  septic  poisoning, 
which  distinguish  it  from  "  septic  infection,"  next  to  be  considered 
are: — (1)  That  it  results  from  the  introduction  into  the  system  of  a 
chemical  as  opposed  to  a  living  poison ;  (2)  that  it  is  associated 
with  retention  of  fcetid  lochia ;  (3)  that  its  symptoms  are  usually 
of  later  occurrence ;  (4)  that  it  usually  occurs  sporadically,  and 
has  no  tendency  to  run  into  so-called  epidemics ;  and  (5)  that  it  is 
comparatively  infrequent  and  curable. 

The  graver  forms  of  childbed  fever  result  from  entirely  different 
processes.  They  are  infective  fevers,  due  to  the  introduction  into 
the  system  and  diffusion  through  the  lymphatic  or  bloodvessels,  of 
a  living  self-reproducing  organism.  These  are  the  cases  of  "  hetero- 
genetic"  puerperal  fevers,  the  pathogenic  contagia  of  which  are 
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introduced  from  without,  and  find  a  ready  entrance  into  the  system 
as  a  result  of  conditions  already  dwelt  on.  All  that  is  needed  in 
such  a  case  is  the  presence  of  pathogenic  bacteria,  which,  under 
favourable  conditions,  may  invade  the  tissues,  and  there  spread  and 
propagate  themselves.  Concerning  the  varieties  of  such  pathogenic 
bacteria,  their  distinctive  characters,  &c,  it  is  impossible,  in  our 
present  state  of  knowledge,  to  speak  with  adequate  precision.  But 
it  is  probable  that  they  are  of  different  kinds,  and  possess  certain 
elective  affinities,  Speaking  of  this  form  of  puerperal  fever,  Dr. 
Coats  ("Manual  of  Pathology,"  p.  746  et  seq.)  says: — "The  disease  is 
in  reality  a  septic  infection,  with  or  without  pysemic  abscesses. 
We  have  to  deal  with  the  entrance  into  the  body  of  pathogenic 
bacteria.  From  what  has  gone  before  it  is  probable  that  it  is  a 
special  form  of  bacterium  which  is  concerned.  It  is  not  necessary 
to  believe  that  the  organism  is  so  special  as  that  which  causes 
splenic  fever,  or  that,  in  fact,  it  is  always  the  same  organism.  But 
it  muat  be  a  pathogenic  form,  capable  of  living  and  multiplying 
within  the  body.  There  are  probably  organisms  of  the  kind  in 
many  putrid  fluids,  but  they  are  greatly  multiplied  in  the  body  of 
a  person  infected  with  them,  and  are  much  more  likely  to  be 
carried  to  another  person  from  such  an  one.  The  infective  material 
of  other  diseases,  especially  erysipelas,  may  be  the  cause  of 
puerperal  fever.  Hence,  although  puerperal  fever  is  not  to  be 
ranked  as  one  of  the  specific  fevers,  we  can  understand  how  it  is 
highly  communicable,  and  how  it  occurs  in  groups  of  cases  so  as 
to  simulate  -the  epidemic  form.  In  regard  to  the  form  of  the 
organism,  it  is  here,  as  in  other  septic  diseases,  a  micrococcus ;  and 
in  the  peritonitis  which  is  a  frequent  feature  of  puerperal  fever, 
there  may  be  myriads  of  these  organisms  in  the  peritoneal  cavity. 
From  its  local  seat  the  process  extends,  and  results  in  a  more 
general  infection.  The  path  of  extension  and  the  resulting  condi- 
tions are  various.  The  septic  inflammation  may  extend  along  the 
Fallopian  tubes,  and  septic  pus  find  its  way  into  the  peritoneum. 
The  resulting  peritonitis  is  rarely  localised,  but  we  have  rather  a 
general  septic  peritonitis,  with  resulting  absorption  of  the  products, 
and  septic  poisoning.     In  other  cases  the  organisms  get  into  the 
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uterine  veins,  and  by  the  ordinary  process  of  thrombosis,  &c,  we 
may  have  a  pyasmia  having  the  usual  characters,  with  suppuration 
in  the  joints  and  miliary  abscesses  in  the  lungs  and  elsewhere. 
The  thrombosis  here  nearly  always  starts  from  the  veins  of  the 
placental  part  of  the  uterus.  In  some  cases  there  appears  to  be  a 
septic  infection  of  the  blood  without  any  local  abscesses  from 
embolism.  In  other  cases  the  inflammation  extends  to  the  connec- 
tive tissue  of  the  pelvis.  We  have  a  violent  parametritis  with 
acute  suppuration.  The  inflammation  extends  by-and-by  to  the 
peritoneum,  and  there  is  a  violent  septic  peritonitis,  just  as  when 
the  extension  is  by  the  Fallopian  tubes.  The  inflammation  may 
extend  through  the  diaphragm,  and  thus  lead  to  pleurisy." 

I  believe  that  the  views  enunciated  in  the  foregoing  paragraphs 
represent  correctly  the  general  nature  and  pathological  progress  of 
the  most  serious  or  infective  fevers  of  childbed.  Apart  from  their 
bacterial  genesis — a  question  upon  which,  as  it  does  not  directly 
concern  my  present  purpose,  I  avoid  entering — common  experience 
and  consent  have  placed  the  fact  beyond  cavil  that  these  fevers 
may  originate  by  the  introduction  into  the  patient's  wounded 
genital  passages  of  various  infective  agents,  derived  from  the  local 
secretions  of  sick  puerperse,  the  juices  of  some  cadavers,  from 
sloughing  or  gangrenous  sores,  or  from  foci  of  erysipelatous, 
phlegmonous,  diphtheritic,  or  otherwise  unhealthy  inflammations. 
The  results  of  such  infection  will  vary  according  to  the  state  of  the 
patient,  the  properties  of  the  particular  virus,  the  site  of  its  inocu- 
lation, and  the  routes  by  which  it  finds  its  way  into  the  system. 
If  we  consider  the  various  effects  of  dissecting  wounds,  the  partial 
or  apparently  complete  immunity  enjoyed  from  their  influences  by 
some,  and  the  different  degrees  of  receptivity  displayed  by  the 
same  individual  at  different  times,  we  shall  not  feel  surprised  at 
the  still  more  numerous  varieties  of  puerperal  fevers,  even  when 
apparently  owning  a  common  source.  A  succession  of  cases, 
whether  in  private  or  in  a  hospital,  clearly  proves  that  it  is  with 
an  infective  variety  of  puerperal  fever  we  have  to  deal.  But  it 
seems  erroneous  to  suppose  that  non-infective  sporadic  cases  of 
fever  do  not  occasionally  occur,  the  symptoms  and  results  of  which 
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cannot  be  distinguished  from  those  of  the  truly  infective  variety. 
Even  allowing  for  the  extreme  difficulty  which  must  often  be 
experienced  in  tracing  contagia  to  their  source,  it  is  impossible  to 
resist  the  strength  of  the  evidence  that  a  very  serious  and  fatal 
puerperal  fever  may  occur  without  any  possibility  of  infection 
having  been  introduced  from  without,  and  under  external  conditions 
which  are  in  every  way  healthy.  Such  a  result  may  follow  upon 
the  exceptionally  severe  traumatisms  and  crushing  of  a  difficult  and 
tedious  labour,  necessitating  subsequent  sloughing,  or  perhaps 
gangrene.  I  have  no  doubt,  from  one  case  which  I  saw,  that  such 
an  accident  as  rupture — unnoticed  during  labour — may  give  rise 
to  symptoms  in  the  puerpera  which  approximate  closely  to  those 
of  a  quickly  fatal  infective  puerperal  fever.  Again,  the  existence 
of  an  acute  or  gonorrheal  vaginitis  at  the  time  of  labour,  constitutes 
a  condition  which  has  rightly  been  regarded  as  a  possible  source  of 
phlegmonous  inflammation  during  childbed.  Retained  and  decom- 
posing fragments  of  the  placenta,  in  addition  to  causing  septic 
poisoning,  may  excite  such  unhealthy  inflammations  of  the  uterus 
and  its  surrounding  parts,  including  suppurative  phlebitis  and 
lymphangitis,  with  resulting  metastatic  abscesses,  as  cannot  collect- 
ively be  distinguished  from  a  fever  which  was  truly  infective  in  its 
origin  and  progress.  Thus  the  same  general  results  may  be  reached 
by  routes  which,  in  the  present  state  of  our  knowledge,  appear 
different ;  and  we  are  not  coerced,  or  even  justified,  in  assuming 
the  action  of  a  foreign  infective  agent  in  all  the  graver  cases  of 
puerperal  fever.  A  certain  residuum  of  cases  must  remain  for 
other  methods  of  prevention  than  such  as  are  included  in  those  of 
the  most  perfect  cleanliness  and  asepticism.  Let  us  not,  however, 
because  of  this  loophole  for  escape  from  the  heavy  weight  of 
personal  responsibility,  neglect  to  exercise  the  most  scrupulous 
precautions  against  the  death's-head  presence  of  infective  materials 
about  the  puerperal  bed.  The  large  majority  of  the  graver  puer- 
peral fevers  are  infective,  and  the  clear  onus  of  keeping  their  causes 
afar  off  rests  with  us.  The  close  succession  of  two  deaths  only 
from  fever  in  one  man's  practice  is  fearfully  suggestive  that  one  at 
least  of  them  might  have  been  prevented  by  his  absence. 
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The  conclusions  at  which  I  have  arrived  may  be  summarised 
as  follows  : — 

(1.)  There  are  a  variety  of  puerperal  fevers,  but  no  one  "puer- 
peral fever  "  properly  so-called. 

(2.)  Some  of  the  less  serious  fevers  result  from  local  inflammations, 
combined  with  some  degree  of  toxaemia. 

(3.)  Various  exanthemata — notably  scarlatina — may  occur  about 
the  period  of  childbed,  and  are  then  manifested  in  a  more  or  less 
blurred  form,  though  they  can  usually  be  recognised  by  specific 
peculiarities.  Such  fevers  are  apt  to  be  complicated  by  endogenetic 
toxaemia,  septic  poisoning,  or  septic  infection. 

(4.)  There  are  two  chief  types  of  puerperal  toxaemia  accom- 
panied by  fever — the  infective  and  non-infective. 

(5.)  The  non-infective  form  is  the  result  of  septic  poisoning, 
and  comprehends  the  greater  number  of  sporadic  and,  in  its  uncom- 
plicated form,  more  remediable  cases  of  puerperal  fever. 

(6.)  The  infective  form  results  hetero-genetic  infection — septic, 
erysipelatous,  diphtheritic,  &c. — and  includes  the  greater  number 
of  serious  childbed  fevers,  especially  such  as  assume  what  is  usually 
known  as  the  "  epidemic "  type  in  the  practice  of  hospitals  or 
individuals.  The  succession  of  cases  is  kept  up  by  the  actual 
transfer  of  the  infective  contagia  (almost  certainly  consisting  of 
pathogenic  bacteria  or  their  spores  contained  in  the  unhealthy 
secretions),  by  hands,  instruments,  &c,  from  one  patient  to  another. 
The  initial  case  of  such  a  series  may  be  due  to  the  infection  of  the 
patient  with  septic  material  derived  from  the  juices  of  some  corpses — 
especially  such  as  are  but  lately  dead  of  some  malignant  infective 
disease — from  gangrenous,  sloughing,  erysipelatous,  or  diphtheritic 
wounds,  &c. 

(7.)  There  are  exceptional  cases  in  which,  though  the  symptoms 
and  progress  resemble  closely  those  of  the  infective  fevers,  no 
foreign  source  of  infection  can  be  discovered.  Some  of  these  cases 
may  originate  in  unusually  severe  traumatisms  or  crushing  occurring 
during  labour,  followed  by  sloughing,  &c. ;  others  in  an  intensifi- 
cation of  a  pre-existing  catarrhal  or  gonorrhoea!  inflammation  of 
the  genital  passages;  and  others,  again,  in  the  local  and  neighbouring 
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inflammatory  consequences  of  the  retention  within  the  uterus  of 
decomposing  portions  of  the  placenta. 

Whether  in  hospitals  or  in  private,  the  prevention  of  puerperal 
fever  in  its  gravest  or  infective  forms  depends  upon  a  thorough 
knowledge  of  its  sources,  and  a  frank  acceptance  of  personal 
responsibility  for  the  safety  of  our  patients.  This  responsibility 
we  cannot  and  we  ought  not  to  shirk.  Dr.  Macan  has,  in  his 
Report,  specially  dealt  with  the  prophylactic  measures  which  he 
introduced  with  such  signal  success  into  the  Rotunda  Hospital.  To 
the  results  obtained  it  may  be  objected  that  they  were  perhaps 
fortuitous,  and  that  as  good  have  been  recorded  in  pre-antiseptic 
periods.  But  the  strength  of  antisepticism,  as  applied  to  midwifery 
practice  in  hospitals,  does  not  depend  upon  an  exceptional  record ; 
it  is  based  rather  upon  the  cumulative  and  corroborating  evidences 
of  its  efficacy  wherever  tried — in  Russian,  German,  French,  Ameri- 
can, and  English  lying-in  hospitals.  If  Dr.  Macan's  results  had 
only  been  as  good  as  those  of  his  predecessors,  in  the  light  of  existing 
facts  I  should  have  blamed  his  practice  rather  than  his  principles. 
As  it  is,  a  fresh  and  fortunate  proof  of  the  value  of  antisepticism  in 
midwifery  has  been  given  to  us.  Considering  the  complex  con- 
ditions, the  many  difficulties  and  dangers  which  must  always  attend 
prophylaxis  in  great  clinical  hospitals,  we  may  hope  for  (if  we  are 
precluded  from  predicting)  a  like  measure  of  success  in  every 
future  year. 

I  venture  on  one  criticism  of  Dr.  Macan's  method.  He  appears 
to  me  to  have  attached  a  somewhat  exclusive  and  extreme  import- 
ance to  preventing  students  engaged  in  dissecting  attending  the 
hospital.  In  itself  I  consider  this  precaution  a  valuable  and  neces- 
sary one.  But  it  seems  even  more  essential  to  supplement  this  rule 
by  one  preventing  students  in  attendance  upon  the  hospital  from 
serving  at  the  same  time  as  "dressers"'  of  surgical  cases— which 
include  sloughing  wounds,  phlegmonous  inflammations,  erysipelas, 
&c. — in  general  hospitals.  The  evidence  that  the  infective  fevers 
of  childbed  are  frequently  due  to  contagia  brought  from  one  of  the 
sources  just  mentioned  is  much  greater  than  that  which  indicates 
ordinary  cadaveric  poison  as  a  cause.     It  is  very  likely  that  recent 
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methods  of  preserving  dead  bodies  for  purposes  of  dissection  may 
have  greatly  lessened  the  risks  associated  since  Semmelweiss'  time 
with  this  particular  source  of  infection.  Certain,  at  least,  it  is  that 
the  cadaveric  poison  of  a  dissecting-room  is  not  nearly  so  virulent 
as  that  which  may  be  carried  from  the  post  mortem  examination  of 
a  body  recently  dead  of  an  acute  infective  disease.  Regarding, 
moreover,  the  special  liability  of  puerperal  to  some  of  the  zymotic 
fevers,  especially  scarlatina,  it  is  very  questionable  whether  students 
should  be  allowed  to  attend  general  and  maternity  hospitals  at  the 
same  time.  And,  in  a  matter  like  that  under  consideration,  it 
cannot  be  contended  that  the  interests  of  the  patient  should  be 
allowed  to  suffer  on  account  of  those  of  the  student. 

I  pass  on  to  consider  the  question  of  prophylaxis  as  it  relates  to 
private  practice. 

I  have  stated  that  the  physician  should  be  willing  to  accept  full 
responsibility  for  the  well-being  of  his  patient.  But  such  acceptance 
must  be  made  plainly  conditional  upon  his  being  given  absolute 
control  over  the  personnel  and  every  detail  of  the  lying-in  room. 
Above  all,  he  should  be  entrusted  with  the  selection  of  a  nurse,  so 
that  she  may  regard  him  as  her  employer,  to  whom  she  must  be 
directly  answerable  for  the  proper  performance  of  her  duties  in 
accordance  with  his  directions.  Nothing  can  be  more  unsatisfactory 
or  injurious  to  the  proper  management  and  morale  of  the  puerpera 
than  the  kind  of  dual  control,  shared  between  the  physician  and 
the  nurse,  which  is  so  commonly  established  about  her. 

It  is  indisputable  that,  in  a  large  number  of  cases,  the  infection 
of  puerperal  fever  originates  with  the  nurse ;  and  I  do  not  know 
how  this  source  of  danger  can  be  avoided  so  long  as  midwives  can 
obtain  their  diplomas  without  understanding  the  nature  of  infection, 
or  the  measures  which  it  is  right  to  take  if  its  occurrence  is  to  be 
guarded  against.  How  else  can  they  intelligently  aid  us  in  the 
practice  of  aseptic  or  antiseptic  midwifery  ?  Before  going  to  a 
labour  patient,  with  how  many  forms  of  infective  material  may  she 
not — more  from  ignorance  than  will — have  had  recent  contact;  and 
if  she  does  not  regard  herself  as  our  employee,  what  certain  reliance 
can  we  have  upon  her  faithful  adhesion  to  the  details  of  a  fitting 
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personal  disinfection  and  general  asepticism  ?  The  entire  question 
of  the  education  of  midwives,  and  of  their  relations  to  medical  men, 
is  a  crucial  one  in  connexion  with  the  question  under  consideration, 
but  it  is  one  over  which  it  is  impossible  to  linger  in  the  present 
paper,  in  which  I  have  only  indicated  its  main  issues.  But  in  this, 
as  in  other  questions,  reform  should  commence  with  ourselves ;  for 
it  is  impossible  to  feel  surprise  that  comparatively  uneducated  nurses 
should  often  prove  the  carriers  of  infection  so  long  as  physicians 
may  be  found  who,  presumably  with  all  the  evidence  before  them, 
still  practically  accept  the  accidental  or  providential  origin  of  these 
diseases. 

With  a  view  to  minimising  the  risks  of  infection  at  the  hands  of 
nurses,  I  have  drawn  up  the  following  memorandum  for  their  use : — 

"Puerperal  fevers  arise  in  the  majority  of  instances  from  infection 
by  the  nurse  or  doctor  during  labour  or  the  puerperal  state.  With 
a  view  to  making  the  risk  as  slight  as  possible,  the  nurse  is  required 
to  adopt  the  following  precautions  during  labour :  — 

"  For  the  purposes  of  thorough  disinfection  she  will  find  ready 
for  use  in  the  patient's  house — 

"  1.  Carbolised  Vaseline,3,  for  anointing  fingers,  &c,  during 
examinations. 

"  2.  Pure  Carbolic  Acid. — One  ounce  to  a  pint  of  hot  water 
makes  solution  for  disinfecting  metallic  instruments. 

"  3.  Disinfectant  Fluid.3 — Solution  of  Hydrarg.  Perchlor. 
(1-100)— Poison. 

"  The  nurse  should  not  have  been  in  close  contact  for  a  week,  at 
least,  with  any  diseases  such  as  erysipelas,  diphtheria,  scarlatina, 
typhus,  puerperal  fever,  &c. ;  nor  should  she  have  recently  dressed, 
or  had  anything  to  do  with  foul  wounds,  sloughing  or  gangrenous 


M. 

Solve. 


a  The  formulae  used  are  : — 

Ointment. — R.  Acid  carbol. 

.    5ss. 

Iodoform. 

.    5  iss. 

01.  Eucalypt.    . 

.       5  SS; 

Vaseline  . 

.     3i. 

Disinfectant  Fluid.— R.  Hydrarg.  perchlor.  . 

.     5ss. 

Aquse 

.     3vii. 

"  Poison." 
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sores,  foetid  lochia,  or  any  dead  putrescent  animal  matter.  She  is 
to  wear  washing  clothes  during  her  attendance. 

"  Before  making  any  vaginal  examination  she  is  to  disinfect 
herself  as  follows : — The  hands  and  forearms  are  to  be  thoroughly 
cleansed  with  soap  and  water,  the  nails  especially  being  scrupulously 
cleaned  with  a  nail-brush.  Afterwards  the  same  parts  are  to  be 
immersed  in  and  sponged  with  a  solution  made  by  adding  one  ounce 
of  the  disinfectant  fluid  to  a  pint  of  water  in  a  basin.  The  vulva 
and  perinaeum  of  the  patient  are  to  be  sponged  with  the  same  solu- 
tion, and  the  necessary  examination  then  made  with  the  fingers 
anointed  with  the  carbolised  vaseline. 

["  Caution. — The  disinfectant  fluid  is  very  poisonous,  and  care 
must,  therefore,  be  taken  not  to  leave  it  rashly  about  or  uncorked. 
It  cannot  be  used  with  any  metal  instruments,  which  it  rusts  and 
corrodes.  A  pint  of  the  disinfectant  solution,  made  as  directed, 
should  be  kept  in  a  basin  reserved  exclusively  for  this  purpose. 
In  this  basin  a  vaginal  tube,  a  male,  No.  10,  gum-elastic  catheter, 
and  a  couple  of  perfectly  clean  new  sponges  may  be  constantly 
kept  ready  for  use  if  required.  When  once  made,  this  solution 
need  not  be  changed  during  labour,  provided  due  care  is  taken  not 
to  dip  hands  or  to  replace  the  sponges,  &c,  in  it  until  they  have 
been  perfectly  cleaned  elsewhere.] 

"  After  the  first  examination  has  been  made,  the  vagina  is  to  be 
slowly  syringed  or  (preferably)  irrigated  with  a  solution  made  by 
mixing  an  ounce  of  the  disinfectant  fluid  with  a  quart  of  warm 
water — that  is,  with  a  solution  of  one-half  the  strength  used  for 
disinfecting  the  hands. 

"  As  few  examinations  are  to  be  made  as  are  necessary. 

"  After  each  examination  the  hands  are  to  be  washed  with  soap 
and  water,  and  dried. 

"  Subsequent  examinations  to  the  first  may  be  made,  after  dipping 
the  hand  into  the  antiseptic  solution  already  prepared,  and  smearing 
the  fingers  with  the  carbolised  vaseline. 

"  If  possible,  the  nurse  should  have  three  basins  at  least  in  the 
lying-in  room — one,  as  already  mentioned,  reserved  for  the  dis- 
infectant solution ;  a  second  (large  one),  in  which  to  wash  hands, 
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sponges,  &c. ;  and  a  third  (smaller  one),  for  any  additional  pur- 
poses— e.g.,  enemata,  syringing,  disinfecting  metallic  instruments 
with  carbolic  acid  solution  if  necessary,"  &c. 

The  precautions  which  I  direct  the  nurse  to  adopt  are  the  same 
as  those  which  I  also  adopt  myself.  Upon  a  few  of  the  suggestions 
contained  in  the  memorandum,  I  desire  to  offer  some  further  ex- 
planatory observations.  In  a  "  Report  upon  Recent  Progress  in 
Obstetric  Medicine  and  Surgery,"  which  appeared  in  the  February 
number  of  the  Dublin  Journal  of  Medical  Science,  I  reviewed 
at  length  the  evidence  in  favour  of  corrosive  sublimate  solutions  as 
the  most  reliable  disinfectant  for  obstetric  purposes.  Very  exten- 
sive trials  of  it  have  already  been  made  in  various  German,  French, 
and  American  maternities,  all  of  which,  in  addition  to  Dr.  Macan's 
results  obtained  by  its  use  in  the  Rotunda  Hospital,  appear  to 
prove  that  it  is  the  safest,  cheapest,  and  most  efficient  disinfectant 
as  yet  known  to  us.  A  few  cases  have  since  been  recorded  by 
Hofmeir,  of  Berlin,  and  Stadfeldt,  of  Copenhagen,  in  which  its  use 
has  been  credited  with  fatal  consequences.  In  the  Berlin  case — 
that  of  a  patient  in  whom  there  existed  a  severe  perineal  laceration — 
irrigations  of  a  strength  1:1000  were  employed.  A  very  foetid 
diarrhoea,  with  a  slow  pulse  and  slight  fever,  beginning  on  the 
5th-6th  day,  ended  fatally  upon  the  12th  day  of  childbed.  The 
necropsy  showed  gangrenous  destruction  of  the  mucous  membrane 
of  the  whole  length  of  the  large  intestine,  continued  a  short  way 
up  along  the  ileum  ;  and  the  presence  of  mercury  was  demonstrated 
in  the  tissues.  This  was  clearly  a  case  of  poisoning,  resulting 
from  irrigations  of  a  needlessly  strong  solution.  In  Stadfeldt's 
case  the  symptoms  attributed  to  poisoning — diarrhoea,  vomiting, 
and  suppression  of  urine — followed  some  days  after  a  single  intra- 
uterine irrigation  of  a  1:1500  solution  given  upon  the  5th  day. 
Mercury  was  not,  however,  found  upon  a  chemical  examination  of 
the  tissues,  and  the  poisonous  origin  of  the  lesions — ulcerative 
disease  of  the  intestinal  mucous  membrane  and  parenchymatous 
nephritis — must  be  considered  unproven.  I  believe  that  toxic 
consequences  might  be  avoided,  and  the  full  antiseptic  advantages 
gained  by  employing  weak   (1:4000)  solutions  for   intra-uterine 
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and  vaginal  irrigations  when  necessary,  and  1:2000  solutions  for 
cleansing  the  external  genitals,  disinfecting  non-metallic  instruments, 
and  the  hands  of  the  nurse  and  physician.  There  can  be  no  doubt 
that  in  a  very  large  number  of  cases  internal  irrigations  have  been 
employed,  especially  by  the  Germans,  of  a  quite  unnecessary 
strength,  and  with  a  frequency  bordering  upon  recklessness ;  and 
that  toxic  consequences  have  been  so  rare  must  be  considered  as 
strongly  suggesting  that,  with  proper  restrictions,  the  use  of  this 
disinfectant  is  devoid  of  any  special  danger. 

That  "  meddlesome  midwifery  is  bad,"  is  an  aphorism  the  truth 
of  which  should  commend  itself  to  none  more  than  to  the  thorough- 
going advocate  of  the  hetero-genetic  origin  of  most  puerperal 
fevers.  It  is  a  cardinal  point  in  the  creed  of  such  an  one  that  he 
should  meddle  as  little  as  possible  with  the  freshly-wounded  and 
very  absorbent  genital  passages  of  a  puerperal  patient.  He  re- 
cognises in  every  needless  act  of  meddling  a  fresh  and  unjustifiable 
source  of  danger.  It  is  quite  true  that  the  pioneers  of  antiseptic 
midwifery  often  erred  in  their  forgetfulness  of  this  fact,  and  laid 
themselves  open  to  the  charge  of  having  enlarged  the  catalogue  of 
puerperal  risks  and  irritations  by  their  zeal  for  new  manipulations, 
intra-uterine  and  vaginal  irrigations  or  injections,  &c.  Examples 
of  such  a  restless  and  prejudicial  activity  are  mostly  to  be  found  in 
the  practice  of  Continental,  and  especially  German,  authorities. 
Make  as  few  local  examinations  or  manipulations  as  are  required 
in  the  interests  of  the  patient,  and  let  those  that  are  necessary  be 
made  as  aseptically  as  is  possible ;  these,  I  take  it,  are  the  two 
main  principles  which  should  guide  our  practice,  and  upon  which 
most  of  the  individual  rules  which  follow  are  based.  Special 
care  should  be  taken  to  keep  the  patient  clear  from  any  possible 
infection  with  the  exanthemata,  erysipelas,  or  diphtheria,  during 
the  latter  weeks  of  pregnancy. 

The  lying-in  room  should  be  as  clean,  airy,  and  healthily 
situated  as  possible.  The  bed  should  be  without  curtains.  During 
the  first  stage  of  labour,  and  as  early  as  possible,  the  vagina  should 
be  irrigated  with  a  1:4000  warm  solution  of  corrosive  sublimate, 
and  the  external  genitalia  washed  well  with  the  same  solution,  or 
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one  of  double  the  strength.  Local  examinations  should  only  be 
made  when  necessary,  and  always  with  the  precautions  stated  in 
the  directions  given  to  the  nurse. 

When  the  presenting  part  appears  at  the  vulva  during  a  "  pain," 
it  is  to  be  well  smeared  with  the  antiseptic  vaseline  used  for  the 
fingers  during  examination ;  during  the  recession  between  the  pains 
the  antiseptic  will  then  be  drawn  into  the  vagina  and  applied  to 
the  sides  of  the  vaginal  inlet.  During  the  period  of  "  crowning," 
the  perineum  and  borders  of  the  vulva  are  to  be  liberally  smeared 
with  the  same  ointment.  The  delivery  of  the  child  and  the  third 
stage  are  to  be  so  managed,  secundem  artem,  as  to  secure  the  com- 
plete delivery  of  the  secundines,  and  the  permanent  retraction  and 
efficient  contractions  of  the  uterus.  After  the  birth  of  the  child  no 
internal  examinations  are  to  be  made  except  on  account  of  special 
indications.  The  placenta  having  been  delivered,  I  give  one  full 
dose  (3  i.)  of  the  extract  of  ergot  (Long's),  with  the  intention  of 
securing  firm  uterine  contraction  before  the  application  of  the 
binder.     In  multiparas  especially  this  precaution  is  a  useful  one. 

The  flexures  of  the  thighs,  nates,  and  the  external  parts  are 
finally  sponged  and  cleaned  with  the  1:2000  solution  of  corrosive 
sublimate  ;  the  perinasum  examined,  and,  if  necessary,  sutured  ;  and 
lastly,  the  binder  and  vulval  napkin  applied  after  all  danger  of 
haemorrhage  has  passed  by.  Instead  of  a  napkin  it  may  be  better 
to  use  an  absorbent  antiseptic  dressing,  such  as  a  small  cushion  of 
prepared  oakum  or  boracic  cotton  enfolded  in  soft  gauze.  These 
linal  attentions  having  been  paid  to  her,  the  patient  is  directed  to 
assume  and,  so  far  as  is  possible,  retain  for  a  time  the  dorsal 
decubitus. 

Except  in  cases  of  prolonged,  difficult,  manual  or  instrumental 
delivery,  or  of  a  putrid  fetus,  I  believe  that  only  one  antiseptic 
irrigation  is  necessary  during  labour.  This  one  should  be  given 
early. 

Intra-uterine  irrigations  after  labour  are  to  be  employed  only 
under  the  following  circumstances — whenever,  for  purposes  of 
delivery  (version),  or  of  removing  a  retained  placenta  or  portion  of 
it,  the  hand  has  been  introduced  into  the  uterus ;  when  a  putrid 
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foetus  has  been  born  ;  when  it  is  required  to  wash  out  or  cause 
expulsion  of  retained  strips  or  pieces  of  membrane  without  the 
introduction  of  the  hand.  A  1 :  4000  solution  of  corrosive  sublimate 
may  be  used,  hot  or  cold,  as  may  be  advisable  in  the  particular  case. 
The  danger  of  infection,  at  its  acme  during  labour,  becomes 
steadily  less  with  the  progress  of  childbed.  After  the  fourth  day, 
when  the  puerperal  wounds  have  granulated,  and  the  milk  secretion 
has  been  established,  the  dangers  of  wound  infection  almost  dis- 
appear. So  far  as  concerns  antisepticism,  the  chief  indications 
during  childbed  are  : — 

1.  To  maintain  efficient  uterine  contractions. 

2.  To  secure  free  drainage  for  the  lochia. 

3.  To  obtain  a  due  amount  of  rest  for  the  bruised  and  viounded 
genital  parts. 

4.  To  attend  to  cleanliness,  and  prevent  the  access  of  all  putrefactive 
and  infective  agents. 

These  indications  may  be  met  by : — 

The  proper  application  and  re-application  of  the  binder,  the  uterus 
being  stimulated  to  contract  and  expel  any  stagnant  contents  by 
friction  through  the  abdominal  walls  each  morning  and  evening. 

The  early  application,  at  proper  intervals,  of  the  child  to  the 
breasts. 

The  administration  of  half-drachm  doses  of  Long's  ergot,  com- 
bined with  3  grs.  of  quinine,  twice  or  three  times  daily  for  a  week 
after  delivery,  especially  in  multipara?. 

The  maintenance  of  a  dorsal  decubitus  during  the  early  days  of 
the  puerperium,  varied  by  a  semi-erect  or  "  hands  and  knees " 
position  when  passing  urine,  &c. 

The  vulvar  napkins  are  to  be  frequently  changed,  and  the  external 
parts  carefully  washed  at  each  time  of  changing  with  a  1:2000 
solution  of  corrosive  sublimate  (or  1 :  20  of  carbolic  acid),  a  soft 
pad  of  oakum  or  absorbent  cotton  being  used  instead  of  a  sponge. 

It  is  necessary  that  on  each  occasion  on  which  the  nurse  comes 
into  contact  with  the  external  genitals  of  the  patient,  she  should 
previously  have  washed  her  hands  with  the  same  care  and  antiseptic 
precautions  as  have  been  recommended  during  labour. 
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With  a  view  to  lessening  the  dangers  of  infection,  it  has  been 
strongly  recommended  to  use  antiseptic  vaginal  irrigations  every 
six  or  eight  hours  during  childbed.  In  the  wisdom  of  this  advice, 
if  applied  to  every  case,  I  can  by  no  means  concur.  It  necessarily 
follows  that  I  still  more  emphatically  disapprove  of  intra-uterine 
prophylactic  injections.  The  lochial  secretion  is  not,  under  healthy 
conditions,  inimical  to  the  patient ;  and,  provided  due  care  has  been 
taken  to  avoid  infection  during  labour,  I  can  understand  no  advan- 
tages, but  rather  damage,  which  may  result  from  such  palpable 
infringements  of  the  surgical  canon  which  demands  rest  for  the 
wounded  parts.  Until  healing  processes  have  advanced  somewhat 
there  is  absolute  risk  in  these  manipulations,  which  interfere  with 
that  quick  return  to  the  normal  which  constitutes  one  of  the  chiefest 
safeguards  against  septic  poisoning  or  puerperal  wound  infections. 
I  have,  therefore,  entirely  discarded  the  use  of  vaginal  or  intra- 
uterine irrigations  during  the  first  four  or  five  days  of  childbed, 
except  under  certain  clearly-defined  conditions.  These  conditions 
are  : — 

1.  The  delivery  of  a  putrid  fcetus. 

2.  The  retention  of  pieces  of  placenta  or  membranes. 

3.  Foetid  lochia. 

4.  After  protracted  labours,  involving  manual  or  instrumental 
delivery,  with  severe  crushing  or  injury  to  the  maternal  soft  parts. 

Under  any  of  these  circumstances  immediate  action  is  desirable, 
so  as  to  minimise  the  obvious  dangers.  I  believe  that  the  best 
results  may  then  be  obtained  by  the  use  of  1:4000  solutions  of 
corrosive  sublimate,  as  hot  as  can  be  borne,  taking  every  necessary 
care  to  avoid  the  special  dangers  inseparable  from  such  irrigations. 

Under  the  first  three  sets  of  circumstances  intra-uterine  irrigations 
are  necessary,  and  in  such  cases  the  vagina  ought  always  to  be 
first  washed  out,  so  as  to  avoid  introducing  septic  matter  directly 
into  the  uterus  on  the  nozzle  of  the  irrigator.  After  difficult 
labours  I  use  vaginal  irrigations  only,  twice  daily,  unless  intra- 
uterine washing  be  indicated  by  the  coexistence  of  some  special 
condition. 

In  cases  such  as  those  just  alluded  to,  where  there  exists  any 
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particular  liability  to  septic  poisoning,  the  irrigations  may  require 
to  be  employed  three  or  four  times  daily,  until  the  lochia  assume  a 
normal  character  and  lose  all  foetor.  But  foetid  lochia  will  seldom 
occur  in  the  practice  of  those  who  adopt  the  proper  precautions  for 
keeping  all  septic  substances  apart  from  their  patients,  who  attend 
to  the  complete  delivery  of  the  secundines,.  and  subsequently  main- 
tain efficient  uterine  action  and  drainage  during  childbed. 

The  use  of  irrigations  in  the  treatment  of  any  of  the  forms  of 
puerperal  fever  does  not  fall  for  consideration  within  the  strict 
limits  of  this  paper — already,  I  fear,  of  too  wearisome  a  length. 

Notwithstanding  the  unavoidable  length  of  this  paper,  I  am 
conscious  that  I  have  only  treated  a  large  subject  in  a  very 
fragmentary  way.  In  that  part  which  dealt  with  the  nature  and 
origin  of  puerperal  fevers  I  have  been  more  anxious  to  combat 
certain  prevailing  and,  as  I  regard  them,  erroneous  arguments 
and  opinions,  than  to  prove  by  a  rigorous  induction  from  clinical 
and  pathological  facts  that  particular  theory  which  I  look  upon  as 
containing  the  greatest  amount  of  truth.  Still  I  feel  assured  that 
no  one  and  exclusive  theory  can  be  made  to  cover  all  the  facts  of 
experience.  Instead  of  framing  or  supporting  any  such  theory,  I 
have  striven  to  indicate  the  many-sidedness  of  these  fevers,  while 
rejecting  the  idea  that  there  is  any  fever  specifically  connected 
with  childbed.  The  conclusion,  however,  has  forced  itself  upon 
me  that  the  most  serious  and  frequent  of  these  fevers  originate  in 
puerperal  wound  infection.  If  this  conclusion  be  accepted  as 
sound,  then  I  apprehend  that  no  criticism  can  properly  be  directed 
against  the  minuteness  of  the  prophylactic  measures  recommended, 
unless,  indeed,  it  be  proved  or  made  probable  that  these,  per  se,  are 
more  injurious  than  the  dangers  they  are  intended  to  combat. 
For  these  measures,  or  others  resembling  them  in  kind,  are  only 
the  legitimate  and  inevitable  applications  to  practice  of  the  premises 
on  which  they  are  grounded.  They  are  uncalled-for  only  if  we 
are  prepared  to  accept  and  permanently  establish  the  classical  1  in 
120  private  puerperal  mortality;  but  they  will  be  thought  neither 
too  minute  nor  too  troublesome  by  those  who  earnestly  endeavour  to 
minimise  the  saddest  and  most  reproachful  of  death-rates. 


PATHOLOGICAL    SECTION. 


MICRO-PHOTOGRAPHY. 
By  F.  NEWTON  DICKENSON,  L.R.C.S. ; 

Late  Assistant-Surgeon,  Richmond  Hospital. 
[Read  in  the  Pathological  Section,  November  2,  1883.] 

In  presenting  these  specimens  of  the  art  of  photographing  micro- 
scopic objects,  I  do  not  pretend  to  offer  you  anything  new  or 
anything  which  excels  or  even  equals  in  merit  work  of  the  same 
kind  which  has  been  done  before.  I  present  my  work  to  you  as 
an  amateur  in  a  neglected  branch  of  microscopical  science.  The 
interest  to  be  attached  to  the  specimens  exhibited  consists  in  the 
extreme  simplicity  of  the  apparatus  by  which  they  were  produced. 

This  art  has  received  various  names  at  different  times,  and  when 
alluded  to  at  the  present  day  is  termed  micro-photography.  This 
title  is  a  decided  misnomer,  for  that  term  signifies  the  reduction 
of  large  pictures  to  microscopic  dimensions.  Photo-micrography 
would  seem  to  be  a  more  appropriate  term  for  the  process  by 
which  photographs  of  microscopic  objects  are  produced.  There  is 
not  time  to  enter  here  at  any  length  upon  the  subject  of  the  history 
of  this  beautiful  art. 

On  referring  to  the  Quarterly  Journal  of  Microscopical  Science  we 
find  that  it  was  first  brought  forward,  in  1852,  by  Joseph  Delves 
and  a  Mr.  Shadbolt.  We  next  find  the  subject  brought  before  the 
Microscopical  Society  of  London  by  Dr.  R.  L.  Maddox,  who  at  the 
request  of  the  President  of  that  Society  read  a  paper,  in  March, 
1865,  entitled,  "Photo-micrography:  its  Application  and  Results." 
This  paper  was  very  favourably  received,  and  excited  considerable 
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interest  in  the  subject.  From  that  date  to  the  present  time 
nothing  further  on  the  subject  appears  in  the  Transactions  of  the 
Society. 

In  an  article  by  T.  Wilson,  in  the  Popular  Science  Review,  1867, 
the  author,  after  describing  the  process  and  good  results  obtained, 
says : — "  If  photo-micrography  offers  so  many  advantages,  why, 
it  may  reasonably  be  asked,  is  it  so  little  practised  as  an  art  ?  The 
answer,"  he  continues,  "  will  probably  be  found  in  the  expense 
attending  the  purchase  of  necessary  instruments  and  the  difficulties 
inseparable  from  microscopic  and  photographic  manipulations." 

My  object  in  appearing  before  you  here  this  evening  is  to 
endeavour  to  prove  to  you  that  such  difficulties  in  the  practice  of 
this  art  are  now  removed,  and  that  it  is  easily  within  the  reach  of 
all,  whether  considered  with  regard  to  expense,  time,  or  special 
knowledge. 

The  apparatus,,  as  you  will  observe,  consists  of  three  different 
parts — the  illuminator,  the  magnifying  power,  and  the  plate- 
receiver. 

The  first  is  a  common,  not  very  expensive,  form  of  magic  lantern, 
having  a  triplex  petroleum  lamp  and  the  ordinary  combination  of 
lenses.  In  addition,  an  extra  tube  is  screwed  on  to  the  end  of  the 
ordinary  tube,  which  contains  a  small  bull's-eye  condenser,  in  order 
to  concentrate  the  light  as  much  as  possible  upon  the  object. 

The  principal  forms  of  artificial  illumination  used  in  this  process 
are — electric  light,  oxy-hydrogen  light,  and  ordinary  lamplight. 

The  electric  light  I  have  not  used  as  yet ;  but  as  there  is  every 
prospect  of  the  electric  current  being  so  easily  obtained  for  illumi- 
nating purposes,  it  will,  I  believe,  enable  one  easily  to  photograph 
objects  impossible  with  the  ordinary  lamp.  Figures  Nos.  14,  16, 
and  17,  were  taken  with  the  oxy-hydrogen  light,  the  remainder 
with  the  lamp  now  shown. 

The  making  of  the  oxygen  in  the  former  method  is  a  tedious 
operation,  and  is,  as  you  will  see  by  the  specimens,  quite  unneces- 
sary for  any  power  under  220-300  diameters. 

The  second  part  consists  of  a  microscope  placed  in  the  horizontal 
position.     The  tube  containing  the  eye-piece  is  removed,  and  the 
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microscope  has  no  accessary  arrangements  whatever.  Any  form 
of  microscope  will  answer  the  purpose. 

Increased  magnification  is  obtained  in  two  ways — first,  by  using 
an  objective  of  great  power,  and  secondly,  by  increasing  the  distance 
between  the  focussing  screen  and  the  object. 

The  highest  magnification  obtained  in  the  specimens  before  you 
is  220  diameters,  and  satisfactory  pictures  are  not  to  be  obtained, 
in  my  opinion,  of  greater  magnification  than  300  diameters  with 
this  simple  form  of  apparatus. 

The  range  of  microscopic  investigation  which  this  power — that  is, 
up  to  300 — gives,  will  be  realised  in  the  fact  that  out  of  164  illus- 
trations in  the  work  on  "  Pathological  Histology,"  Vol.  L,  by  M. 
Cornil  and  Ranvier,  only  24  exceed  800  diameters. 

The  third  part  of  the  apparatus  is  the  simplest,  and  merely 
consists  of  a  frame  to  hold  the  glass  screen  for  focussing  the 
image,  and  which  is  replaced  by  the  sensitised  plate,  so  you  will 
perceive  that  absolutely  no  photographic  apparatus  is  necessary ; 
and  now  that  the  laborious  and  uncertain  wet-plate  method  has 
been  superseded  by  the  instantaneous  dry  gelatine  plate,  the 
manipulative  processes,  and  the  amount  of  knowledge  required  for 
simple  work  is  reduced  to  a  minimum,  and  anyone  of  the  most 
ordinary  intelligence  is  competent  to  become  a  worker  in  this  art. 

So  much  for  the  apparatus.  I  will  now  point  out  the  work  to 
be  got  out  of  it.  In  the  first  place  we  obtain  an  exact  image  of 
the  object  on  the  screen,  enabling  two  or  more  persons  to  observe 
a  specimen  at  the  same  time  and  debate  upon  its  several  points,  or 
by  the  same  means  convey  instruction  to  a  class.  Secondly,  the 
ground-glass  screen  can  be  used  in  the  same  manner  as  a  child's 
transparent  slate,  and  the  outlines  of  the  image  fixed  upon  it  by  a 
lead  pencil.  The  image  thus  obtained  can,  by  a  further  simple 
process,  be  transferred  by  tracing  to  paper,  and  from  this  fifty  or 
more  copies  can  be  obtained  in  a  few  minutes  by  means  of  the 
chromograph,  hectograph,  or  any  of  the  numerous  appliances  now 
used  for  copying.  The  copies  I  now  hand  to  you  were  produced  by 
this  method.  The  adoption  of  such  a  method  by  a  Society  like  this 
would  enable  each  member  to  investigate  more  thoroughly  a  speci- 
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men  debated  upon,  and  to  retain  the  copy  for  future  guidance  and 
information.  Thirdly,  an  exact  and  minutely  accurate  permanent 
picture  can  be  produced,  from  which  any  number  of  copies  can  be 
obtained  with  equal  clearness  and  definition  ;  added  to  this,  we 
obtain  a  picture  of  the  subject  in  a  much  frseher  and  less  altered 
condition  than  from  a  preparation  which  has  been  kept  for  a  con- 
siderable time.  Lastly,  by  a  very  simple  process  we  are  enabled 
to  obtain  from  the  negative  a  transparency  which,  used  in  the 
ordinary  way  in  a  magic  lantern,  can  be  exhibited  to  a  large 
audience,  magnified  many  hundred  times  more  than  the  original. 

The  whole  process,  then,  being  so  simple  and  inexpensive,  and  so 
capable  of  much  being  got  out  of  it,  why  is  it  confined  in  its  appli- 
cation almost  entirely  to  popular  subjects?  I  am  aware  of  the 
value  of  time  and  the  interesting  nature  of  the  discussions  to  follow; 
but,  if  I  have  not  already  wearied  you,  I  will  ask  your  permission 
to  quote  a  few  remarks  by  Dr.  Maddox,  in  the  paper  which  I  have 
mentioned,  as  read  by  him  at  the  Microscopical  Society  of  London, 
in  1865.  He  says  : — "  The  question,  then,  arises  whether  its  appli- 
cation is  likely  to  prove  useful  to  the  working  microscopist  when 
engaged  in  the  determination  of  doubtful  points  in  structure,  desirous 
of  representing  minutiae  the  most  delicate,  the  general  characters  of 
minute  objects,  or  small  parts  of  larger  ones,  for  the  purpose  of 
ordinary  illustration,  or  to  supply  the  place  of  the  usual  drawings 
of  the  lecture-hall.  This  is  no  narrow  question  to  be  hastily  set 
aside,  stripped  of  its  legitimate  bearings  by  a  prejudiced  judgment, 
or  the  limits  of  its  applicability  determined  by  the  display  of  a  few 
dozen  objects ;  still,  wherever  difficulty  attends  investigation, 
Science  renews  her  claims,  petitions  the  neighbouring  branches  for 
support  along  the  widening  stream  of  knowledge,  and  though  she 
may  not  at  once  acknowledge  the  debt  in  full,  she  passes  it  to  the 
common  well,  where  daily  contributions  tend,  and  leaves  the  issue 
to  future  day.  When"  he  continues,  "  the  same  labour,  the  same 
skill  have  been  given  to  this  subject,  as  fortunately  have  obtained 
for  the  microscope  objective  and  camera  lens,  then  may  the  present 
imperfect  copies  be  replaced  by  others  more  correct,  the  errors 
reduced  to  a  minimum,  and  the  reward  success." 
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This  enthusiastic  worker  obtained  a  medal  for  micro-photogra- 
phic specimens  at  the  International  Exhibition,  Dublin,  some  years 
ago.  On  the  other  hand  micro-photography,  properly  so  called — 
that  is,  the  reduction  of  pictures  to  microscopic  dimensions — is  not 
taken  advantage  of  by  the  profession.  The  successful  study  of 
pathology  requires  the  examination  of  many  specimens  of  the 
same  nature  before  accurate  information  can  be  obtained ;  and 
this,  I  think,  could  be  most  satisfactorily  done  by  grouping  speci- 
mens of  the  same  pathological  nature,  and  reducing  them  to  micro- 
scopic dimensions,  thus  avoiding  the  space  required  for  a  large 
collection  of  pictures,  and  enabling  them  to  be  seen  and  compared 
more  readily.  By  this  method  between  two  and  three  thousand 
pictures  could  be  condensed  into  the  space  of  one  square  inch. 

I  make  no  remarks  upon  the  nature  of  the  specimens  laid  before 
you,  as  I  have  selected  subjects  familiar  to  you  all,  merely  to  show 
what  can  be  accomplished  by  a  most  simple  process. 

I  seize  this  opportunity  to  acknowledge  the  kindness  and  courtesy 
which  I  have  received  from  Dr.  Richard  Hayes  (whose  beautiful 
pictures  you  are  acquainted  with),  whom  I  have  always  found 
willing  to  impart  to  me  any  information  on  the  subject  without 
reserve. 

I  hope,  with  the  permission  and  encouragement  of  the  Academy 
of  Medicine  in  Ireland,  and  especially  the  Pathological  Section,  to 
exhibit  specimens  of  photo-micrography  during  the  session  now 
commencing,  interesting  not  for  the  process  of  obtaining  them,  but 
for  their  pathological  nature. 


INCOMPLETE  FRACTURES  OF  THE  CLAVICLE 
AND  OF  THE  CORACOID  PROCESS  OF  THE 
SCAPULA. 

By  E.  H.  BENNETT,  M.D.,  F.R.C.S. ; 

Surgeon  to  Sir  P.  Dun's  Hospital ;   Professor  of  Surgery,  Trinity  College  ; 
President  of  the  Royal  College  of  Surgeons. 

[Pead  in  the  Pathological  Section,  November  2,  1883.] 

Dr.  E.  H.  Bennett  showed  a  specimen  of  incomplete  fracture  of 
the  clavicle  and  a  similar  injury  of  the  base  of  the  coracoid  process 
of  the  scapula.  There  were  present  in  the  same  bones  complete 
fractures  of  the  sternal  end  of  the  clavicle  and  vertical  fracture  of 
the  body  of  the  scapula  and  of  the  tip  of  the  coracoid  process. 
[These  bones  are  represented  in  Plates  I.  and  II.]  He  stated  that 
he  was  indebted  to  Sir  William  Miller,  of  Londonderry,  for  these 
specimens. 

The  patient  from  whom  they  were  obtained  was  killed  by  a 
quantity  of  masonry  falling  on  and  crushing  him.  He  lived  but  a 
few  hours  after  admission  to  the  Derry  Infirmary,  suffering  great 
agony,  having  fractures  of  the  bones  of  the  face  and  many  other 
injuries.  The  direction  and  character  of  the  force  is  proved  by  the 
statement  that  at  the  post  mortem  examination,  while  the  shoulder 
and  upper  part  of  the  chest  appeared  flattened,  the  acromial  frag- 
ment of  the  clavicle  was  buried  in  the  tissues  posterior  to  the  bone, 
and  had  caused  rupture  of  the  subclavian  vein.  Evidently  the 
shoulder  had  been  crushed  almost  directly  backwards  against  the 
ground.  Most  interesting  in  relation  to  the  incomplete  fractures 
was  the  age  of  the  patient — nineteen  years — an  age  at  which 
greenstick  fractures  are  usually  regarded  as  rare,  if  not  impossible. 
The  clavicle  presented  at  its  sternal  end  a  complete  dentate  frac- 
ture, and  at  its  middle  an  incomplete  fracture  involving  about  half 


3G2  Incomplete  Fractures  of  the  Clavicle. 

its  thickness.  In  the  latter  fracture  the  surfaces  had  been  dis- 
placed by  the  bendin  of  the  bone  without  fracture  of  the  remaining 
half,  and  were  irreducible  except  by  completion  of  the  fracture. 
The  upper  surface  of  the  bone  was  permanently  bent  at  the  seat 
of  this  injury,  but  presented  no  trace  of  fracture.  This  is  therefore 
an  example  of  incomplete  greenstick  fracture.  An  examination 
of  the  broken  scapula  shows  that  in  it  at  the  base  of  the  coracoid 
process  a  fracture  of  the  same  character  is  present,  which  runs 
from  the  junction  of  the  process  with  the  glenoid  cavity  through 
the  entire  of  the  concave  surface  which  is  related  to  the  subscapular 
muscle.  On  looking  to  the  supraspinous  fossa  there  is  no  trace  of 
fracture  of  the  coracoid  visible. 

The  fractures  of  the  coracoid  process,  both  of  its  tip  and  base, 
taken  with  the  very  complete  vertical  fracture  of  the  body  of  the 
bone,  distinctly  show  the  mechanism  of  this  injury — that,  in  fact, 
the  force  which  produces  the  vertical  fracture,  of  which  this  is  a 
typical  example,  acts  by  flattening  of  the  arched  structure  of  the 
bone. 

Dr.  Bennett  regarded  the  fractured  clavicle  in  this  instance  of 
importance  as  an  addition  to  the  evidence  now  sufficiently  con- 
clusive that  incomplete  fracture  of  the  clavicle  is  possible,  and 
further  that  it  establishes  that  the  reduction  of  such  an  injury 
cannot  be  affected  without  the  use  of  force  sufficient  to  fracture 
the  parts  of  the  bone  still  unbroken.  He  referred  to  the  remark- 
able influence  which  the  opinion  of  Boyer  had  in  biassing  the 
judgment  of  surgeons  with  regard  to  incomplete  fractures.  Before 
him  the  injury  had  been  recognised  and  demonstrated.  Then 
comes  his  absolute  denial  of  any  such  lesion  existing.  After  him 
almost  to  the  present  this  error  holds  ground,  but  particularly  with 
reference  to  the  clavicle.  Such  opinions  are  represented  by  the 
statement  of  MM.  Richet  and  A.  Desprds  (Nouveau  Dictionnaire  de 
Medecine  et  de  Chirurgie)  as  follows : — "  C'est  la  sans  doute  ce  qui 
a  fait  croire,  dans  beaucoup  de  cas,  a  des  fractures  incompletes,  qui 
n'ont  jamais  dtd  demontrdes  par  l'autopsie.  Je  ne  voudrais  pas 
absolument  nier  la  possibility  des  fractures  incompletes  de  la 
clavicule ;  mais  je  dois  dire  que  les  deux  cas  de  Johnson,  celui  de 
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Malgaigne  et  celui  de  Dupuytren  laissent  quelques  doutes  dans 
mon  esprit.  Je  me  hate  d'ajouter  que  dans  ces  quatre  cas  il 
s'agissait  d'enfants,  et  que  c'est  en  effet  a  cet  age  seulment,  qu'on 
peut  en  admettre  la  possibility."  Yet  here  is  an  example  proved 
by  post  mortem  examination  to  have  occurred  in  a  man  of  nineteen 
years  of  age. 

Dr.  Bennett  further  commented  on  the  necessity  for  recognising 
the  existence  of  the  two  varieties  of  greenstick  fracture  described 
by  Professor  Smith  ("  Proceedings  of  the  Pathological  Society  of 
Dublin,"  N.  S.,  Vol.  IV.,  349)  in  the  following  words :— «  From 
the  two  cases  just  described  it  is  evident  that  the  phenomena 
which  accompany  incomplete  fractures,  such  as  curvature,  the 
persistence  of  the  curve  for  a  longer  or  shorter  time,  the  crackling 
noise  usually  heard  when  the  bone  is  straightened,  &c,  are  also 
present  in  cases  where  the  fracture  is  complete,  but  where  the 
fragments  are  firmly  held  together  by  their  assuming  a  denticulated 
or  suture-like  arrangement  at  the  concavity  of  the  curve." 

The  examination  of  such  a  specimen  shows  how  faulty  in  practice 
must  be  the  adoption  of  the  opinion  of  Jurine  that  greenstick  frac- 
tures may  be  left  to  straighten  themselves.  Whatever  is  possible 
in  the  case  of  the  complete  form,  in  the  incomplete  nothing  but  a 
forcible  straightening  sufficient  to  complete  the  fracture  offers  any 
prospect  of  restoration  of  the  line  of  the  bone. 


DESCRIPTION  OF  PLATE  I. 

The  right  and  left  figures  represent  the  clavicle  referred  to  in  Dr.  E.  H. 
Bennett's  paper  on  Incomplete  Fractures  of  the  Clavicle  and  of  the  Coracoid 
Process  of  the  Scapula. 

The  four  central  figures  represent  the  anterior  and  posterior  views  of  the 
articular  surfaces  of  the  scaphoid  bones  referred  to  in  Dr.  Bennett's  paper  on 
Fracture  of  the  Scaphoid  of  the  Foot. 

DESCRIPTION  OF  PLATE  II. 

Views  from  in  front  and  from  above  of  the  scapula  referred  to  in  Dr.  E.  H. 
Bennett's  paper  on  Incomplete  Fractures  of  the  Clavicle  and  of  the  Coracoid 
Process  of  the  Scapula. 


FRACTURE  OF  THE  SCAPHOID  BONE  OF  THE 

FOOT. 

Br  E.  H.  BENNETT,  M.D.,  F.R.C.S. ; 

Surgeon  to  Sir  P.  Dun's  Hospital ;  Professor  of  Surgery,  Trinity  College, 
Dublin  ;  President,  Royal  College  of  Surgeons. 

[Read  in  the  Pathological  Section,  January  i,  1884.] 

Dr.  E.  H.  Bennett  submitted  two  examples  of  fracture  of  the 
scaphoid  bone  of  the  foot — an  injury  which  had  not,  he  thought, 
been  hitherto  described  as  an  isolated  and  probably  simple  fracture. 

The  anterior  and  posterior  articular  surfaces  of  the  first  specimen 
are  represented  in  Plate  L,  in  the  lower  central  figures ;  the  same 
surfaces  of  the  second  specimen  in  the  upper  pair  of  central  figures. 
The  first  specimen  came  into  his  possession  some  years  ago  from 
the  dissecting-room,  so  that  he  had  no  life-history  of  it.  This  year 
the  second  and  more  characteristic  specimen  came  into  his  hands 
similarly,  but  in  addition  the  other  tarsal  bones  of  the  foot  were 
preserved,  and  an  examination  of  them  made  it  quite  clear  that 
the  fracture  which  had  deformed  the  scaphoid  bone  was  confined 
to  it,  and,  considering  the  integrity  of  the  joints  of  the  tarsus,  the 
fracture  must  almost  necessarily  have  been  a  simple  injury. 

The  lesions  in  the  two  specimens  were  in  all  essential  points 
alike,  the  differences  being  only  such  as  distinguish  individuals  of 
the  same  species.  The  articular  surface  which  receives  the  head 
of  the  astragalus  presents  lines  of  united  fracture  traversing  the 
upper  and  outer  segment  of  its  cup-like  depression.  Turning  to 
the  opposite  surface  which  articulates  with  the  cuneiform  bones, 
one  is  surprised  to  see  that  in  it  only  at  its  very  border  is  there 
any  sign  of  fracture.  On  the  limited  non-articular  portion  of 
bone  the  lines  of  fracture  can  be  traced  sloping  with  considerable 
obliquity  between  the  fractures  visible  on  the  articular  surfaces 
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from  behind  upwards  and  outwards.  Viewing  the  disposition  of  the 
fractures,  their  identity  in  the  two  examples,  and  the  evidence  of 
their  being  lesions  confined  to  the  scaphoid  bone,  he  concluded 
that  the  force  which  caused  them  was  such  as,  if  it  had  acted 
with  greater  violence,  would  have  produced  dislocation  of  the  head 
of  the  astragalus  upwards  and  outwards.  Such  a  displacement  has 
been  recorded,  and  one  can  easily  conceive  a  force  acting  in  this 
direction  exhausting  its  strength  in  the  fractures  these  bones  pre- 
sent, and  failing  to  produce  the  greater  dislocation. 

The  specimens  are  preserved  in  the  Museum  of  Trinity  College. 


A  CASE  OF  THE  SO-CALLED  ICHTHYOSIS  OF 
THE  TONGUE,  IN  WHICH  THE  DISEASED 
OEGAN  WAS  EXCISED  BY  ME.  WHITEHEAD'S 
METHOD. 

By  CHARLES  COPPINGER,  F.R.C.S.; 

Surgeon  to  the  Mater  Misericordiae  Hospital. 

[Read  in  the  Pathological  Section,  November  2,  1883]. 

The  tongue  which  I  exhibit,  and  of  which  I  have  prepared  some 
microscopical  sections,  is  an  interesting  pathological  specimen,  as 
it  exhibits  that  peculiar  hypertrophic  disease  of  the  papillae  which 
occasionally  precedes  true  epithelioma,  and  which  seems  to  be 
analogous  to  the  eczema  which  Sir  James  Paget  has  described  as 
a  forerunner  of  mammary  cancer,  and  to  the  more  rare  psoriasis  of 
the  lower  lip  which  Mr.  Hutchinson  has  noticed  as  a  precursor  of 
epithelioma.  The  patient,  a  healthy-looking  man  of  sixty,  gave 
the  following  history  : — 

About  five  years  ago  he  noticed  a  white  patch  on  the  upper 
surface  of  his  tongue  about  its  middle, which  appeared  spontaneously, 
and  which  gradually  increased  in  size  and  in  hardness,  but  which 
did  not  cause  him  any  pain  or  annoyance  unless  when  he  smoked 
overmuch  or  otherwise  irritated  it. 

After  a  time  another  similar  patch  appeared,  situated  on  the 
right  side  of  the  original  one,  and  separated  from  it  by  an  interval. 

Four  months  ago  the  latter  patch  became  ulcerated,  the  ulcer  com- 
mencing on  the  right  margin  of  the  organ  about  an  inch  from  its  tip. 

This  ulcer  increased  quickly  in  size,  caused  a  good  deal  of  pain, 
which  the  patient  described  as  shooting  up  into  his  right  ear,  and 
on  his  admission  to  hospital  presented  all  the  usual  appearances 
of  an  epithelioma.  It  was  about  an  inch  and  a  half  in  diameter, 
with  hard,  raised,  and  nodular  edges,  and  it  was  confined  to  the 
side  and  upper  surface,  not  extending  underneath  nor  implicating 
the  floor  of  the  mouth. 
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On  the  dorsum,  and  separated  from  this  by  a  portion  of  apparently 
healthy  mucous  membrane,  there  was  a  second  circular  raised 
portion  nearly  an  inch  in  diameter. 

This  patch  was  white,  elevated  above  the  surrounding  surface, 
and  it  was  covered  with  large  pointed  and  sharp  papilla?  of  carti- 
laginous hardness. 

The  disease  of  the  tongue  was  considered  to  be  a  leucoma,  or  so- 
called  ichthyosis,  which  had  undergone  malignant  change,  and  the 
removal  of  the  entire  organ  was  decided  on.  It  was  accordingly 
excised  ten  days  ago  with  scissors,  after  the  method  adopted  by 
Mr.  Whitehead,  and  it  will  be  seen  that  it  was  divided  but  a  short 
distance  in  front  of  the  epiglottis,  behind  the  row  of  circumvallate 
papilla?,  and  about  an  inch  behind  the  posterior  edge  of  the  epi- 
thelial ulcer.  The  lingual  artery  on  the  left  side  was  very  small, 
but  that  on  the  right  was  unusually  large — a  circumstance  not  very 
rare  even  in  the  healthy  tongue,  but  which  in  this  case  was  pro- 
bably due  to  the  increased  vascularity  of  that  side  from  the  irrita- 
tion of  the  ulcer. 

On  microscopical  examination,  by  means  of  frozen  sections,  the 
malignant  ulcer  was  found  to  present  the  typical  features  of 
epithelial  cancer.3. 

The  papillary  patch  or  leucoma  was  also  examined,  and  sections 
of  it,  taken  from  the  edge  furthest  removed  from  the  ulcer,  exhibited 
the  "globe  nests,"  which  were  formerly  considered  to  be  character- 
istic of  epithelioma,  and  which  have  been  erroneously  relied  on  by 
surgeons  as  a  means  of  diagnosis  in  doubtful  cases.8. 

There  was,  however,  no  real  evidence  of  malignancy  in  this  patch 
of  enlarged  papillae,  which  had  existed  for  nearly  five  years,  aud 
which  had  never  been  the  seat  of  ulceration  nor  pain. 

There  was  no  glandular  enlargement  in  this  case  nor  syphilitic 
history. 

I  have  been  reminded  by  my  friend  Mr.  Thomson  that  this  is 
the  first  instance  reported  in  this  country  of  excision  of  the  tongue 
by  Mr.  Whitehead's  method.  I  may,  therefore,  mention  that  the 
operation  was  not  attended  with  serious  difficulty  nor  haemorrhage. 
The  wound  is  cicatrising  quickly,  and  the  patient,  who  was  fed  by 
means  of  enemata  for  some  days,  can  now  swallow  food  well. 

*  Sections  were  exhibited  under  the  microscope. 


INTRA-CRANIAL  TUMOUR. 
By  WALLACE  BE  ATT  Y,  M.B. ; 

Assistant  Physician  to  the  Adelaide  Hospital. 

[Read  in  the  Pathological  Section,  November  30,  1883.] 

The  patient  from  whom  these  specimens  were  taken  was  admitted 
to  the  Adelaide  Hospital  on  the  8th  of  this  month  under  the  care 
of  Dr.  Head,  who  has  kindly  permitted  me  to  bring  the  case  before 
the  Pathological  Section. 

The  history  of  the  case  was  taken  by  Mr.  H.  T.  Bewley,  and  is 
as  follows  : — 

A.  M.}  male,  aged  forty-four,  was  superintendent  of  a  mine. 
Twenty-three  years  ago  he  got  a  blow  of  a  bottle  on  the  right  side  of 
his  head,  which  made  him  insensible  for  a  while ;  he  says  he  recovered 
perfectly  from  this.  One  year  and  nine  months  ago  he  began  to 
suffer  from  almost  daily  headaches  in  the  right  frontal  and  right 
occiptal  regions,  and  thence  shooting  all  over  the  right  side  of 
head.  Nine  months  ago  he  walked  against  a  low  place  in  the 
mine  which  struck  his  forehead  very  severely,  and  left  him  insen- 
sible for  some  time ;  he  does  not  know  of  having  received  any 
other  injury  to  the  head.  About  two  or  three  weeks  after  this  he 
noticed  a  pricking,  like  needles,  in  back  of  neck  and  between 
shoulders ;  then  gradually  left  hand  got  weak,  so  that  he  could  not 
hold  things ;  weakness  went  up  arm  to  shoulder ;  then,  shortly 
after,  left  leg  became  weak  ;  speech  became  slow  and  difficult ;  he 
became  unable  to  whistle  ;  he  could  not  retain  urine  long ;  as  soon 
as  desire  to  micturate  came,  he  had  no  power  to  withstand  it ; 
bowels  have  been  increasingly  confined.  About  three  months  ago 
left  arm  got  stiff,  remaining  semiflexed ;  left  leg  also  got  stiff  in 
extended  position,  but  not  so  bad  as  the  arm ;  left  arm  sweats  a 
good  deal  always.  There  is  no  cicatrix  on  scalp,  nor  any  tender- 
ness whatever  on  firm  pressure  ;  some  left  facial  palsy.    Memory 
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has  got  bad.  Right  eye  has  got  bad  sight,  not  being  as  clear  as  it 
used  to  be.  There  is  no  paralysis  of  third,  fourth,  or  sixth  nerves. 
Sensation  perfect  everywhere.  Knee-jerk  and  ankle-clonus  very 
exaggerated,  but  equally  so  in  both  legs.  In  left  arm  deep  reflexes 
much  increased ;  tapping  biceps,  or  triceps,  causes  contraction  of 
these  muscles.  In  right  arm  reflexes  not  increased.  Left  masseter 
does  not  seem  to  contract  as  strongly  as  right.  Tongue  deflected 
to  left.     Urine  normal. 

Patient  became  comatose,  and  died  last  Monday.  The  post- 
mortem examination  revealed  the  following  facts  : — 

External  surface  of  calvarium  smooth.  Skull  cap  came  off 
readily ;  no  adhesions  of  dura  mater  to  it.  A  little  above  centre 
of  right  parietal  bone  a  projection  of  bone  extended  inwards, 
causing  a  depression  of  the  dura  mater.  There  was  no  corre- 
sponding depression  on  the  outer  surface  of  the  bone,  but  the  inner 
surface  of  the  bone  around  the  projection  was  grooved  by  vessels, 
and  in  parts  thinned.  Dura  mater  opposite  bony  process  adherent 
to  the  part  beneath,  which  was  found  to  be  the  surface  of  a  tumour 
(with  depression  corresponding  to  depression  of  dura  mater),  two 
inches  in  diameter,  involving  a  portion  of  the  right  hemisphere 
about  its  centre,  and  reaching  lateral  ventricle.  Tumour  was  firm, 
of  a  yellowish-white  colour,  and  distinctly  circumscribed.  A  few 
fibrous  cords  extended  into  it  from  dura  mater  at  seat  of  adhesion. 
When  a  section  was  made  through  the  bony  projection  with  a  saw 
(kindly  done  for  me  by  Dr.  Bennett),  it  appeared  that  this  projec- 
tion was  due  to  a  thickening  of  the  inner  table,  the  outer  table 
being  normal. 

Dr.  J.  H.  Scott  made  a  microscopic  section  of  the  tumour,  and 
found  it  to  be  a  spindle-celled  sarcoma,  the  cells  in  parts  forming 
nests.     The  tumour  evidently  grew  from  the  dura  mater. 

The  question  arises,  whether  the  growth  of  the  tumour,  or  the 
thickening  of  the  bone,  or  both,  has  any  connexion  with  the  injury? 
I  think  there  is  some  connexion ;  it  may  be  as  follows  :  — 

The  injury  which  the  patient  received  twenty -three  years  ago 
may  have  led  to  the  thickening  of  the  bone.  The  projection,  by 
its  pressure,  may  have  caused  irritation  of  the  dura  mater  beneath, 
leading  to  the  development  of  the  tumour,  when  the  patient  became 
of  an  age  at  which  malignant  growths  usually  occur.  No  doubt 
this  is  only  a  supposition,  but  I  do  not  think  that  it  is  a  very 

2    A 


370  Intra-cranial  Tumour. 

unreasonable  one.     The  following  points  may  be   specially  con- 
sidered : — 

1.  Though  the  first  injury  occurred  many  years  before,  yet  it 
was  evidently  a  very  severe  one,  causing  temporary  unconscious- 
ness. 

2.  The  tumour  occurred  about  the  site  of  the  injury. 

3.  The  presence  of  the  projection  of  bone  inwards,  causing  de- 
pression of  dura  mater  and  centre  of  surface  of  tumour  beneath, 
the  bone  around  being  in  part  thinned. 

I  freely  admit  that  the  length  of  time  which  elapsed  after  the 
injury  before  symptoms  appeared,  and  the  fact  that  sarcomatous 
tumours  often  grow  from  the  dura  mater  without  any  obvious 
cause,  are  against  the  supposition. 

Whether  the  second  injury  influenced  the  growth  of  the  tumour 
is  doubtful,  the  patient  having  suffered  from  headache  a  year  before 
it  occurred ;  the  injury,  too,  was  on  the  forehead. 


PSEUDOGLIOMA. 
By  JOHN  B.  STORY,  M.B.,  F.R.C.S. ; 

Surgeon  to  St.  Mark's  Ophthalmic  Hospital. 
[Read  in  the  Pathological  Section,  November  30,  1883.] 

The  case  which  I  have  the  honour  to  bring  before  the  Pathological 
Section  of  the  Academy  of  Medicine,  is  one  of  those  extremely 
interesting  ones  where  difficulty  is  frequently  experienced  in  estab- 
lishing the  differential  diagnosis  between  a  retinal  glioma  and  a 
fibro-plastic  or  puroplastic  inflammation  in  the  interior  of  the 
eyeball.  The  opinions  of  authorities  differ  as  to  the  extent  of  this 
difficulty,  but  all  admit  that  it  exists,  from  Virchow,  who  stated 
in  1864  that  no  sharp  line  of  demarcation  exists  between  glioma 
retinae  and  inflammatory  growths  in  the  same  tissues,  to  Hirsch- 
berg,  who  admits  that  in  some  cases  the  diagnosis  must  remain, 
temporarily  at  least,  uncertain. 

If  the  patient  comes  under  observation  while  the  media  are  still 
clear,  the  diagnosis  is  not  exposed  to  the  same  difficulties  as  when 
the  lens  is  opaque  and  the  pupil  occluded  with  an  exudation  which 
even  in  true  cases  of  glioma  may  be  of  a  simple  inflammatory 
character.  During  this  period  the  wide  pupil,  the  metallic  yellow- 
ish reflex  from  the  fundus  oculi,  and  the  knobby  hillocks  rising 
from  the  probably  detached  retina  point  to  the  presence  of  glioma, 
which  the  occurrence  of  iritis,  with  a  contracted  pupil,  and 
synechia,  and  the  appearance  of  a  duller  whitish  reflection  from 
the  fundus,  indicate  the  more  probable  existence  of  plastic  or 
suppurative  choroiditis.  The  tension,  too,  is  of  help,  being  generally 
above  normal  in  glioma,  and  subnormal  in  the  inflammatory  affec- 
tion. None  of  these  rules,  however,  can  be  regarded  as  absolutely 
invariable.  Later  on  membranous  opacities  in  the  vitreous  may  be 
a  source  of   confusion,   in  addition  to  the  presence  of   cataract, 
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opacity  in  the  cornea,  and  changes  in  the  anterior  chamber,  but 
these  are  generally  late  occurrences  in  the  growth  of  a  glioma,  and 
the  tension  is  generally  sufficiently  abnormal  in  such  cases  to  enable 
the  diagnosis  to  be  made  with  approximative  certainty.  In  spite 
of  all  that  has  been  written  since,  we  are  still  mainly  dependent 
upon  the  principles  laid  down  by  the  late  von  Grajfe  to  differentiate 
retinal  glioma  from  inflammatory  choroidal  exudations.  Whether 
the  latter  be  due  to  cerebro-spinal  meningitis  or  other  less  well- 
established  causes  of  such  inflammations,  the  anterior  chamber  is 
usually  shallow,  the  iris  discoloured  and  disorganised,  the  pupil  of 
variable  size  (not  widely  dilated  as  is  common  in  glioma),  and 
adherent  to  the  anterior  lens  capsule ;  and  the  reflection  from  the 
fundus  is  of  a  more  dull  whitish  yellow  than  in  glioma.  The 
tension,  too,  is  mostly  subnormal,  and  data  are  usually  present  in 
the  history  of  the  case  and  its  clinical  features  pointing  to  the 
existence  of  some  inflammatory  affection. 

My  patient  was  a  boy  aged  eight  months,  who  was  brought  to 
me  in  March,  1883.  [Mrs.  C.'s  baby,  p.  236.  Case  Book  C] 
He  had  been  vaccinated  at  the  age  of  two  months  without  unusual 
sequela?,  and  had  had  neither  measles,  whooping-cough,  nor  any  of 
the  usual  or  unusual  diseases  of  children,  having  been,  in  fact,  in 
perfect  health  until  shortly  before  he  came  under  my  observation. 
The  first  thing  noticed  to  be  wrong  with  him  was  that  he  kept  his 
eyes  constantly  closed,  after  which  he  became  peevish  and  fretful, 
and  lost  appetite.  A  slight  discharge,  too,  was  observed  to  come 
from  the  eyes ;  and  Dr.  Gibson,  of  Clontarf,  who  was  called  in  to 
attend  the  child,  finding  that  this  discharge  did  not  yield  to 
treatment,  sent  the  patient  on  to  me.  I  should  mention  that  he 
had  also  some  cutaneous  spots  on  his  arm,  hip,  and  knee,  which 
his  mother  said  did  not  resemble  boils,  but  were  more  like  "  small- 
pox." They  were  "black,  and  after  the  black  scab  came  away  a 
small  hole  was  left,  which  soon  healed."  I  found  three  depressed 
bluish  cicatrices  at  the  places  mentioned. 

On  first  seeing  the  case  I  considered  it  to  be  one  of  simple 
catarrhal  ophthalmia  of  very  considerable  severity,  but  somewhat 
abnormal   in   character,    the    subjective    symptoms    being   out  of 
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proportion  to  the  physical  signs.  The  lids,  though  tightly  closed, 
were  but  very  slightly  reddened  or  swollen,  and  the  discharge 
from  the  mucous  membrane  was  not  abundant,  and  was  purely 
mucous  in  character.  The  ocular  conjunctiva  was  but  little,  if  at 
all,  affected ;  but  owing  to  the  restlessness  and  excitement  of  the 
baby  it  was  difficult  to  be  very  positive  upon  the  point. 

Though  far  from  suspecting  at  this  time  the  gravity  of  the  case, 
I  thought  it  from  the  first  an  extremely  serious  one  in  consequence 
of  the  condition  of  the  right  cornea,  which  presented  in  its  centre  a 
yellowish  white  infiltration,  resembling  an  abscess  so  strongly  that 
I  entered  the  diagnosis,  abscess  cornea?,  with  a  note  of  interrogation 
after  it,  in  my  Case  Book.  This,  of  course,  prevented  my  seeing  the 
condition  of  the  pupil.  I  considered  the  exudation  at  the  time  as 
situated  in  the  cornea ;  but  it  is,  I  believe  now,  not  impossible  that 
it  may  have  been  in  the  anterior  chamber  merely  in  contact  with 
the  posterior  surface  of  the  cornea,  and  not  in  its  tissue.  A  per- 
fectly thorough  examination  in  cases  like  this  is  often  a  matter  of 
extreme  difficulty,  as  we  all  know  there  are  maternal  obstruc- 
tions to  overcome  besides  those  on  the  part  of  the  little  patient.  I 
prescribed  an  astringent  lotion,  and  an  ointment  of  atropia  and  the 
yellow  oxide  of  mercury,  and  did  not  see  the  child  for  some  days 
subsequently.  At  the  next  visit,  my  notes  of  which  are  unfor- 
tunately without  date,  I  found  the  ophthalmia  and  mucous  discharge 
almost  cured  in  both  eyes,  but  the  iris  of  the  right  eye  was  dis- 
coloured and  greenish,  and  showed  absolutely  no  signs  of  the  action 
of  atropia,  while  the  pupil  of  the  left  eye  was  fully  dilated.  There 
was  no  corneal  infiltration  visible,  but  the  pupillary  area  was  filled 
with  a  yellowish  exudation  which  projected  slightly  into  the 
anterior  chamber. 

On  the  22nd  of  March  I  saw  the  child  in  consultation  with  Dr. 
Gibson,  and  the  diagnosis  we  determined  on  was  "  plastic  irido- 
choroiditis."  At  no  time,  owing  to  the  struggles  of  the  child,  and 
the  soft  swollen  condition  of  the  lids,  could  I  satisfy  myself  as  to 
the  condition  of  the  intraocular  tension  in  either  eye. 

After  this  I,  unfortunately,  was  confined  to  bed,  and  my  friend, 
Dr.  Arthur  Benson,  examined  the  child  for  me  on  March  29th, 
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when  he  made  the  following  note : — "  Lids  intensely  swollen, 
proptosis,  chemosis,  some  discharge,  no  anterior  chamber,  seems  like 
panophthalmitis  or  some  acute  orbital  suppuration  coming  on."  I 
then  advised  enucleation,  which  Dr.  Benson  performed  on  the  next 
day,  assisted  by  Dr.  Gibson.  As  much  of  the  optic  nerve  as  possible 
was  removed  with  the  globe,  for,  although  we  all  believed  the  case 
to  be  one  of  inflammation,  the  possibility  of  malignant  disease  could 
not  be  excluded,  and  we  thought  it  right  to  act  on  the  supposition 
that  it  might  be  present.  Dr.  Benson  found  great  difficulty  in  re- 
moving the  posterior  half  of  the  globe  from  the  adjacent  structures, 
and  excised  a  piece  of  tissue,  about  the  size  of  an  almond,  which 
was  adherent  to  the  posterior  pole  of  the  globe,  and  seemed  to  grow 
from  or  in  the  sheath  of  the  optic  nerve.  This  piece  of  tissue  re- 
sembled fat  in  appearance,  and  was  very  vascular.  The  section  of 
the  nerve  was  apparently  healthy.  I  have  not  noted  the  size  of  the 
globe.  The  cornea  was  clear,  the  lens  partly  so,  the  anterior 
chamber  obliterated,  and  the  pupil  occluded.  An  equatorial  section 
of  the  globe  being  made,  the  vitreous  was  found  decayed  into  a 
yellow  partly  diffluent  mass,  resembling  pus  in  external  appearance, 
but  probably  containing  more  fibrous  net-work,  which  kept  it  fixed 
in  the  globe  when  the  latter  was  opened.  At  one  side  a  small  band 
of  this  matter  lay  in  contact  with  the  sclerotic,  being  separated  from 
the  rest  of  the  disorganised  vitreous  by  an  intensely  vascular  cream- 
coloured  band,  of  a  crescentic  shape,  which  evidently  represented 
the  thickened  and  inflamed  retina. 

The  examination  of  the  recent  specimen  with  the  microscope 
disclosed  nothing  but  small  sound  granular  cells  in  the  vitreous. 
The  tumour  adherent  to  the  optic  nerve  contained  nothing  but  fat 
cells  and  fibrous  tissue.  After  hardening  in  Miiller's  fluid  and 
spirit,  sections  were  cut  and  examined  microscopically,  with  the 
following  result : — Cornea  healthy,  except  for  an  unusual  separation 
of  the  fibres  from  each  other,  which  was  not  especially  well  marked 
in  the  centre ;  Descemet's  endothelium  intact — it  was  almost  in 
contact  with  cornea,  but  a  space  remained  between  them  which  was 
filled  with  an  amorphous  yellow  substance,  probably  the  embedding 
mass  of  celloidine ;  the  iris  tissue  in  a  state  of  inflammation,  as  also 
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that  of  the  choroid,  retina,  ciliary  body,  and  the  sclerotic  in  the 
neighbourhood  of  Sehlemm's  canal ;  lens  not  implicated,  but  all 
round  it,  in  the  posterior  chamber  as  well  as  in  the  vitreous  masses 
of  small  round  granular  cells,  with  nuclei,  in  which  here  and 
there  one  could  detect  the  traces  of  fibrous  tissue,  and  distinct  signs 
of  newly-formed  blood-vessels.  All  the  tissues  above-mentioned 
as  inflamed  were  much  thickened  as  well  as  infiltrated  with  quanti- 
ties of  round  cells,  the  nuclei  of  the  tissue  proper  being  also  in  a 
state  of  active  proliferation.  The  almond-shaped  tumour  adherent 
to  the  optic  nerve  sheath  was  simple  fat  and  fibrous  tissue. 

The  child  pined  for  a  week  or  two  after  the  operation,  and  then 
gradually  recovered  its  health  and  spirits.  I  saw  it  last  week  prior 
to  its  emigration  to  America,  and,  except  for  the  absence  of  the 
right  eye,  it  was  as  fine  a  little  child  as  one  would  wish  to  see. 


CASE   OF  PERVIOUS  URACHUS,  WITH  RE- 
MARKABLE DISEASE  OF  BLADDER. 

Br  C.  B.  BALL,  M.D.,  F.R.C.S.; 

Surgeon,  Sir  P.  Dun's  Hospital. 

[Read  in  the  Pathological  Section,  November  30,  1883.] 

J.  M.,  aged  eight  years,  admitted  into  Sir  P.  Dun's  Hospital, 
March  4th,  1882.  He  had  incontinence  of  urine  at  night  since 
his  birth,  but  for  the  past  month  or  six  weeks  the  incontinence 
occurred  by  day  as  well  as  by  night. 

On  admission  his  urine  was  found  to  contain  a  considerable 
quantity  of  pus  ;  it  was  frequently  bloody — alkaline — and  pain, 
referred  to  the  front  of  the  abdomen  and  never  to  the  penis,  was 
complained  of  during  micturition.  Although  urine  dribbled  away 
by  night  and  day,  the  bladder  was  able  to  contain  a  certain  amount 
of  fluid,  the  boy  being  able  to  pass  about  two  ounces  by  voluntary 
effort.  Sounding  gave  purely  negative  results,  except  that  some 
difficulty  was  found  in  passing  the  sound  over  the  neck  of  the 
bladder.  Diarrhoea,  which  proved  very  intractable,  was  present 
when  he  came  into  hospital,  and  continued  for  some  weeks. 
Under  treatment  his  cystitis  decreased,  the  urine  cleared  and  was 
rendered  acid  by  the  internal  administration  of  salicylate  of  soda. 
The  incontinence  gradually  subsided  to  a  great  extent,  and  seven 
weeks  from  the  date  of  his  admission  he  was  discharged,  at  which 
time  he  was  able  to  hold  his  water  (except  under  great  emotion) 
during  the  day,  but  his  incontinence  continued  at  night. 

He  was  brought  to  me  again,  January  13th,  1883,  nine  months 
after  discharge,  when  his  mother  informed  me  that  the  incontinence 
by  day  had  recurred  shortly  after  he  left  hospital,  and  that  he  com- 
plained of  frequent  pain.  Three  weeks  before  his  re-admission, 
after  a  severe  attack  of  pain,  a  small  abscess  appeared  at  the 
umbilicus,  which  broke,  and  from  that  time  the  urine  continued  to 
dribble  away  from  the  fistula  which  remained,  but  none  came  by 
the  urethra. 
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Upon  re-admission  we  found  the  urine  welling  up  in  constant 
stream  from  the  bottom  of  the  rather  deep  umbilicus,  around 
which  the  skin  was  much  excoriated.  His  health  appeared  to  be 
otherwise  fairly  good.  On  February  5th  we  attempted  to  pass  a 
catheter  while  the  patient  was  under  ether,  but  without  success, 
the  point  of  the  instrument  just  reaching  the  neck  of  the  bladder 
but  going  no  further,  and  not  a  drop  of  urine  passed  by  the 
urethra.  I  now  determined  to  try  and  explore  the  bladder  from 
above,  and  it  was  with  difficulty  that  a  fine  probe  could  be  passed, 
it  being  very  hard  to  strike  the  minute  opening  which  existed  at 
the  floor  of  the  umbilicus.  Once  entered,  the  probe  passed  freely 
down  into  the  pelvis.  I  now  placed  in  the  opening  a  small  shred 
of  sea-tangle,  with  a  view,  in  the  first  place,  of  testing  the  capacity 
of  the  bladder,  and,  secondly,  freeing  the  opening,  so  that  we 
might  be  enabled  to  explore  more  thoroughly  the  interior.  When 
visited  four  hours  afterwards  I  found  that  the  piece  of  sea-tangle, 
which  at  first  completely  stopped  the  flow,  had  been  shot  out 
a  short  time  previously,  followed  by  a  gush  of  urine.  A  few  days 
later  I  again  placed  a  piece  of  sea-tangle  in  the  opening,  and  on 
visiting  him  three  hours  afterwards,  for  the  purpose  of  attempting 
catheterization,  I  found  that  urine  was  dribbling  away  by  the 
urethra.  This  was  the  first  that  had  come  by  the  natural  passage  for 
seven  weeks. 

A  catheter  could  now  be  introduced  into  the  bladder  and  made  to 
strike  against  a  probe  passed  through  the  fistula.  It  was,  however, 
found  impracticable  to  retain  a  catheter,  as  no  matter  how  carefully 
it  was  tied  in  it  slipped  to  the  neck  of  the  viscus,  and  urine  ceased 
to  flow  immediately  the  hand  was  removed  from  the  handle  of  the 
instrument. 

Having  now  satisfied  ourselves  that  the  urethra  was  pervious,  we 
attempted  to  close  the  abnormal  passage,  and  the  first  effort  made 
was  by  means  of  the.  galvanic  cautery.  A  loop  of  fine  platinum 
wire  was  passed  along  the  canal,  and  then  connected  with  a  small 
accumulator  similar  to  that  used  in  theatres  for  supplying  a  small 
Swan  light  carried  on  the  head,  and  by  this  means  cauterisation 
was  effected.  The  result  of  this  operation  was  not  satisfactory. 
I  therefore  next  proceeded  to  cauterise  the  entire  surface  of  the 
umbilical  cicatrix  with  Paquelin's  cautery,  and  when  granulation 
was  well  established  passed  a  subcutaneous  ligature  round  the 
umbilicus  and  tied  tightly.  This  had  the  effect  of  closing  the 
aperture,  and  for  ten  days  all  the  urine  passed  by  the  urethra.  Fresh 
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suppuration  then  occurred,  and  the  fistula  re-opened.  I  next  tried, 
in  addition  to  cauterisation  of  the  interior,  the  application  of  the 
red  hot  point  to  the  skin  round  the  margin  of  the  umbilicus,  in  the 
hope  that  by  thus  obtaining  a  larger  area  of  contracting  cicatrix 
to  produce  a  more  permanent  occlusion  of  the  opening.  A  fort- 
night after  this  operation  the  part  was  firmly  healed,  and  the  urine 
passed  naturally  for  three  weeks,  during  which  time  the  bladder,  to 
a  certain  extent,  regained  its  power  of  holding  water,  on  one 
occasion  the  urine  being  retained  for  two  hours.  On  July  5th, 
however,  the  fistula  again  re-opened  without  any  obstruction  to  the 
flow  by  the  urethra  being  noticed ;  urine  came  away  by  both 
channels,  the  incontinence  being  absolute.  As  a  last  resource  I 
now  attempted  a  plastic  procedure  which  hitherto  I  had  avoided 
fearing  extravasation  on  the  front  of  the  abdomen.  The  opening 
was  included  in  a  crescentic  incision,  the  intervening  skin  removed, 
and  the  edges  brought  closely  together.  Slight  suppuration 
supervened,  but  as  cicatrisation  progressed  the  opening  again 
became  closed,  and  the  urine  was  voided  by  the  normal  channel. 
This  continued  so  with  slight  intermissions  for  two  months.  On 
the  15th  of  last  month,  as  it  did  not  appear  possible  to  do  anything 
further  for  the  boy,  his  general  health  being  fairly  good,  he  was 
discharged  from  hospital.  On  the  18th  of  the  present  month  I  was 
asked  to  see  him  at  his  house,  when  I  found  he  was  suffering  from 
evident  signs  of  peritonitis.  I  was  informed  that  the  attack  had 
been  preceded  by  stoppage  of  water,  but  at  the  time  I  saw  him 
urine  was  coming  in  drops  from  the  umbilicus.  He  died  the  same 
night. 

Post  mortem. — Upon  opening  the  abdomen,  I  found  abundant 
evidences  of  recent  peritonitis,  and  the  omentum  was  adherent  to  the 
front  abdominal  wall,  appai'ently  as  the  result  of  long  antecedent 
inflammation.  The  amount  of  fluid  in  the  cavity  of  the  peritoneum 
was  very  slight,  but  there  was  abundance  of  recent  lymph  matting 
together  the  abdominal  viscera.  The  urinary  organs  were  removed 
entire,  and,  the  following  day,  with  Professor  Cunningham's  kind 
assistance,  I  proceeded  to  make  a  more  detailed  examination  of  the 
parts.  Having  first  injected  the  cavities  with  coloured  lard,  through 
an  opening  in  one  of  the  ureters,  we  found  a  minute  rupture  situated 
about  one  inch  and  a-half  below  the  umbilicus,  and  about  two  and 
a-half  inches  above  the  fundus  of  the  bladder,  from  which  urine 
had  escaped  into  the  peritoneal  cavity,  and  so  occasioned  the  fatal 
attack  of  peritonitis.     The  ureters  and  pelves  of  the  kidneys  were 
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much  dilated,  and  the  bladder  very  small  and  firm,  with  evidently 
great  thickening  of  its  walls,  and  from  its  fundus  there  extended 
up  to  the  umbilicus  a  tongue-shaped  cavity,  measuring  two  and 
a-half  inches  by  one  and  a-half  inches,  situated  between  the  peri- 
toneal covering  and  the  muscular  layers  of  the  front  abdominal  wall. 
It  was  in  the  front  of  this  cavity  that  the  fatal  ruptures  took  place. 
A  most  careful  examination  of  the  peritoneum  covering  this,  failed 
to  elicit  any  trace  which  might  be  taken  to  represent  an  obliterated 
urachus. 

In  separating  the  bladder  from  the  other  pelvic  contents,  it  was 
found  that  firm  cicatricial  adhesions  existed  both  in  front  and 
behind,  between  the  bladder  and  the  immediately  surrounding 
structures  ;  this  was  most  marked  anteriorly  above  the  anterior  true 
ligaments.  Upon  opening  the  bladder  we  found  the  walls  enor- 
mously hypertrophied,  and  projecting  into  the  interior  were  a 
number  of  new  growths,  which  resembled  the  columnar  carnese  of 
the  heart,  some  attached  by  one  end  only  to  the  vesical  wall,  the 
other  being  free  in  the  cavity,  others  being  attached  at  both  ends, 
but  free  along  the  side,  so  that  a  probe  could  be  passed  between 
them  and  the  wall  of  the  bladder ;  they  also  frequently  intersect. 
The  microscopical  examination,  kindly  made  by  Dr.  Purser,  shows 
them  to  be  composed  of  fibrous  tissue  with  a  covering  of  mucous 
membrane,  but  there  is  no  distinct  papillary  structure.  The 
most  interesting  feature  connected  with  the  bladder  was  a  septum 
which  practically  divided  the  cavity  into  two  compartments.  This 
septum  was  attached  posteriorly  about  the  middle  of  the  trigone, 
the  anterior  portion  being  divided  by  the  incision  made  into  the 
bladder.  Immediately  above  this  septum  a  minute  opening  was 
found  leading  off  into  the  cicatricial  tissue  before-mentioned,  in 
front  of  the  bladder ;  there  had  been  here  evidently  an  extravas- 
ation of  urine  which  had  become  limited  by  inflammatory  consoli- 
dation of  the  tissues.  Coming  now  to  the  fundus  of  the  bladder, 
we  find  it  communicates  with  the  cavity  before-mentioned,  by  a 
wide  opening,  the  vesical  opening  of  which  folded  in  towards  the 
bladder.  This  cavity  contrasts  remarkably  with  the  bladder  proper  ; 
the  walls  are  extremely  thin  and  the  inner  surface  smooth,  the 
openings  by  which  extravasation  had  taken  place  into  the  peritoneal 
cavity  being  two  in  number,  one  a  small  round  aperture  and  the 
other  a  rent,  which,  I  take  it,  was  of  more  recent  origin,  and  occurred 
in  consequence  of  the  first  opening  becoming  partly  closed  by  the 
adhesions  of  the  omentum.     Upon  opening  the  kidneys  we  find 
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evidences  of  great  distension;  the  pelves  and  calycis  are  much 
dilated,  and  more  particularly  upon  the  right  side ;  the  papillae  are 
replaced  by  concavities  in  the  renal  substance. 

Whether  this  case  was  one  in  which  the  urachus  had  remained 
patent  up  to  the  umbilicus,  and  in  which,  upon  the  supervention  of 
bladder  obstruction,  suppuration  occurred  at  the  umbilical  cicatrix, 
leaving  a  fistulous  opening ;  or,  whether,  in  consequence  of  an  ex- 
travasation in  the  neighbourhood  of  the  fundus,  an  abscess  cavity 
was  formed  which  followed  the  track  of  the  obliterated  urachu3 — 
is  one  of  the  interesting  pathological  features  of  this  case.  Dr. 
Purser,  to  whom  I  submitted  a  piece  taken  from  the  upper  portion 
of  the  cavity,  kindly  reports  that  it  is  undoubtedly  lined  with 
mucous  membrane,  which  settles  the  question  that  this  is  a  case  of 
pervious  and  dilated  urachus. 

Of  congenital  patency  of  the  urachus  a  few  cases  are  recorded, 
and  it  appears  somewhat  strange  that  cases  of  this  kind  are  so  rare 
when  we  think  how  seldom  obliteration  of  a  mucous  tract  takes 
place,  even  as  a  result  of  loss  of  substance  by  sloughing,  and, 
according  to  Luschka,  the  obliteration  of  the  urachus  is  normally 
incomplete,  traces  of  the  canal  being  found  in  the  cord  which  repre- 
sents the  urachus  in  the  adult. 

I  have,  while  demonstrating  anatomy,  twice  seen  the  cord  per- 
vious for  a  short  distance  from  the  bladder,  yet,  so  far  as  I  have 
looked  into  the  literature,  no  English  author  pays  much  attention 
to  the  subject  except  Coulson,  who  mentions  a  few  cases,  and  there 
are  several  scattered  through  the  periodicals.  It  would  appear 
from  these  that  there  is  very  great  diversity  in  the  degree  of  this 
arrest  of  development.  The  most  extreme  and  probably  the  most 
frequent  are  those  in  which  the  anterior  wall  of  the  urachus  is 
absent  in  connexion  with  extroversion  of  the  bladder,  and  in  these 
the  umbilicus  merges  into  the  extroversion.  Nelaton,  who  alludes 
more  fully  to  this  condition  than  any  author,  classifies  umbilical 
fistulas  into  four  varieties — the  stercoraceous,  the  urinary,  the  serous, 
and  the  purulent ;  of  the  urinary  he  makes  two  varieties — those  in 
which  the  urachus  remains  patent  and  the  urethra  impervious,  and 
those  in  which  the  closed  urachus  is  rendered  pervious  by  suppuration. 
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lie  records  a  number  of  curious  cases ;  in  one,  which  he  gives  upon 
the  authority  of  Raussin,  a  man,  aged  thirty-two,  had  an  attack  of 
renal  colic,  and  his  attendant  recommended  him  to  pass  urine  in  a 
forced  stream,  with  a  view  of  expelling  the  stone  from  the  bladder. 
As  he  was  doing  this  a  sudden  jet  of  water  came  from  the  umbili- 
cus over  the  shoulder  of  the  attendant  who  was  holding  a  receptacle 
for  the  urine ;  this  man  afterwards  retained  the  power  of  passing 
water  by  either  channel.  He  also  records  a  case  in  which  there 
was  a  prolapse  of  the  mucous  membrane  at  the  umbilicus,  which, 
as  the  patient  urinated,  was  withdrawn  into  the  bladder,  and  was 
attended  with  an  escape  of  urine,  the  bulk  of  the  urine  passing 
by  the  urethra. 

Mr.  Paget,  of  Leicester  Infirmary,  removed  through  a  patent 
urachus  a  stone,  annular  in  shape  and  formed  round  a  pubic  hair 
which  had  slipped  in. 

From  a  surgical  point  of  view  the  post  mortem  examination  is 
interesting,  as  showing  how  hopeless  any  further  operative  proce- 
dures would  have  been.  Indeed  the  excessive  tenuity  of  the  walls 
makes  it  appear  strange  that  rupture  did  not  occur  before,  as  plugging 
of  the  umbilical  orifice  was  frequently  produced  by  the  ropy  vesical 
mucus. 


ARTHRITIS  DEFORMANS  IN  THE  HORSE. 


By  P.  S.  ABRAHAM,  M.A.,  B.Sc,  F.R.C.S. ; 

Curator  and  Member  of  the  Court  of  Examiners,  Royal  College  of  Surgeons  in 

Ireland. 


[Read  in  the  Pathological  Section,  January  4,  1884.] 

Chronic  rheumatic  arthritis  appears  to  be  by  no  means  uncommon 
in  the  horse.  The  specimen  on  the  table  seemed  to  me,  however, 
to  be  such  an  extreme  example  of  the  affection,  that  I  determined 
to  bring  it  under  the  notice  of  the  Pathological  Section  of  the 
Academy. 

The  bones  are  those  of  the  right  manus  of  an  underbred  and 
aged  mare.  The  carpo-metacarpal  articulation  is  quite  healthy, 
but  there  are  two  or  three  small,  rough,  osseous  outgrowths  near 
the  upper  ends  of  the  cannon  and  splint  bones — i.e.,  there  is  a 
tendency  to  osteophytic  outgrowths  from  the  bones  themselves, 
quite  independently  of  the  articular  surfaces.  The  lower  ends 
of  these  bones  are,  however,  much  affected — the  cannon  bone 
especially  being  here  the  seat  of  an  extensive  sheathing  of 
osteophytic  deposit.  Several  of  the  dendritic  masses  are  loose,  and 
the  larger  ones  measure  upwards  of  two  inches  in  length,  and  about 
one  inch  in  breadth  and  in  thickness.  The  upper  articular  surface 
of  the  first  phalanx  or  "  greater  pastern  "  is,  on  the  left  side,  for 
about  half  of  its  extent,  rough  and  quite  denuded  of  cartilage,  and 
it  presents  three  narrow  lines  of  eburnation.  The  remaining  part 
of  this  surface  is  not  altered.  From  the  way  this  articulation 
locks  in  the  specimen  there  could  have  been  but  little  movement 
in  the  joint ;  and  it  is  evident  that  the  manus  from  this  point  must 
have  been  permanently  fixed,  without  ankylosis,  at  an  angle,  so  as 
to  point  backwards  and  somewhat  inwards.     The  greater  pastern 
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is  nearly  everywhere  enveloped  in  an  enormous,  more  or  less  con- 
tinuous, irregular  bony  mass,  which  above  greatly  enlarges  and 
deepens  the  socket  of  the  metacarpo-phalangeal  joint,  in  a  manner 
typical  of  the  so-called  "additamentary  bones."  A  considerable  part 
of  the  upper  articular  surface,  on  the  inner  side,  is  denuded  and 
rough,  and  there  are  one  or  two  porcellanous  lines  and  points 
corresponding  to  those  on  the  bone  above.  The  irregular  bony 
outgrowth  has  included,  as  it  were,  the  posterior  sesamoid  bones, 
which  have  thereby  become  firmly  ankylosed.  The  lower  articular 
surface  of  this  phalanx  has  for  the  most  part  disappeared — an 
irregularly  cavernous  space  occupying  the  position  of  its  inner  two- 
thirds.  The  small  portion  of  the  surface  which  remains  on  the 
outer  half  shows  a  large  characteristically  eburnated  patch.  Cor- 
responding to  the  cavernous  part  of  this  surface,  a  similar  irregular 
excavation  is  seen  to  occupy  the  adjacent  portion  of  the  lesser 
pastern  or  second  phalanx,  so  that  when  the  bones  are  in  position 
these  cavernous  portions  can  be  closely  approached ;  and  it  is  prob- 
able that  here  the  loss  of  substance  or  atrophy  has  been  caused 
chiefly  by  pressure — at  the  same  time  the  surfaces  have  some 
appearance  of  erosion  by  pus.  That  part  of  the  articular  surface 
of  the  lesser  pastern  which  ought  to  be  opposite  to  the  eburnated 
patch  on  the  bone  above  is,  for  the  most  part,  eroded,  and  is  only 
polished  along  a  line  on  the  outer  rim.  The  articulation  of  the 
lesser  pastern  with  the  coffin  bone  (ungual  phalanx)  is  healthy, 
although  the  latter  has  some  tendency,  at  the  sides,  towards  the 
throwing  out  of  osteophytes.  The  navicular  bone  is  quite  healthy 
and  free.  The  term  arthritis  deformans  is,  in  one  sense,  eminently 
applicable  to  this  case,  for  before  the  specimen  was  macerated, 
and  the  bones  separated,  the  general  distortion  was  so  great  that 
the  ideas  of  dislocation  and  fracture  at  once  arose.  From  the 
altered  position  of  the  bones  the  flat  of  the  hoof  became  useless  for 
support,  and  not  meeting  with  attrition,  the  horny  substance  continued 
to  grow.  The  hoof  thus  became  curiously  curved  laterally,  and  now 
measures  14  inches  along  its  greater  curvature,  and  weighs  4^ 
pounds.  It  is  a  good  example  of  the  overgrowth  of  an  epidermic 
structure  when  relieved  of  its  legitimate  wear  and  tear;  and  it 
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reminds  one  of  the  big  toe-nails  of  bed-ridden  paupers,  and  the 
overgrown  rodent  teeth,  which  are  so  common  in  museums. 

For  the  sake  of  a  more  thorough  examination  the  greater  pastern 
was  sawn  through  longitudinally,  and  an  irregular  cavity,  about 
|  inch  in  diameter,  with  a  well-defined  wall,  was  exposed  to  view, 
just  below  the  middle  of  the  bone.  This  cavity  contained  a 
greyish -yellow  powdery  mass,  probably  the  remains  of  an  abscess. 
No  communication  between  it  and  the  exterior  has  been  traced. 
On  the  cut  surface  the  original  contour  of  the  bone  can,  with 
difficulty,  be  made  out,  and,  to  the  naked  eye,  there  is  but  little 
difference  distinguishable  between  the  texture  of  the  osteophytic 
bone  and  of  the  bone  proper.  Thin  sections  from  the  centre  near 
the  cavity,  and  from  other  parts  of  the  bone  more  peripheral,  as 
well  as  from  one  of  the  osteophytes,  were  taken  and  ground  down, 
and  examined  microscopically.  In  all  the  sections  the  bone  pre- 
sents very  similar  microscopical  characters — the  most  marked  being 
extreme  irregularity  in  thickness  and  texture  of  the  cancellas,  and 
want  of  uniformity  of  deposition  of  the  lacuna?.  The  latter  are  in 
parts  almost  absent,  and  in  other  places  they  are  densely  congregated 
together.  They  vary  also  greatly  in  size  and  form,  and  often  their 
canaliculi  are  indistinct  or  quite  absent. 

A  close  examination  of  this  specimen  leads,  indeed,  to  the  con- 
clusion that  there  has  been,  on  the  whole,  more  inflammatory  bone- 
disease  than  joint-disease.  If  the  disease  originated  in  the  synovial 
membranes  or  in  the  articular  cartilages,  it  is  somewhat  remark- 
able that  we  have  not  more  destruction  in  the  joints  themselves. 
It  is,  of  course,  possible  that  there  are  other  affections  closely  allied 
to  the  ordinary  chronic  rheumatic  arthritis,  and  that  the  disease  of 
the  horse,  illustrated  in  the  specimen,  is  one  of  them,  In  the 
College  Museum  we  have  the  bones  of  some  other  animals  similarly 
affected,  notably  in  the  case  of  a  Megaceros  Hibernicus,  or  extinct 
Irish  elk. 


COMPLETE    UNILATERAL    DISLOCATION    OF 
THE  TWELFTH  DORSAL  VERTEBRA. 

By  E.  H.  BENNETT,  M.D.,  F.R.C.S. ; 

Surgeon  to  Sir  P.  Dun's  Hospital  ;  Professor  of  Surgery,  Trinity  College. 

[Read  in  the  Pathological  Section,  January  4,  1884.] 

Dr.  E.  H'.  Bennett  exhibited  this  specimen.  He  said  : — P.  B., 
male,  middle  aged,  was  admitted  to  Sir  P.  Dun's  Hospital,  November 
2,  1883,  and  died  November  25,  1883. 

On  Friday  evening,  November  2,  1883,  as  the  patient  was  trying 
to  get  on  to  the  shaft  of  the  float  of  which  he  was  the  driver,  he 
slipped  between  it  and  the  horse.  The  float  being  in  motion,  he 
was  dragged  along  beneath  its  body  and  axle  for  some  distance, 
but  in  what  attitude  could  not  be  ascertained,  only  he  maintained 
that  it  could  not  have  been  on  his  face,  else  this  part  would  have 
been  cut. 

At  the  time  of  his  admission  he  was  in  a  state  of  profound 
collapse,  and  there  was  entire  paralysis  of  the  lower  half  of  his 
body,  from  a  little  below  the  ensiform  cartilage,  there  being  neither 
sensation  nor  any  capacity  of  motion,  voluntary  or  reflex.  There 
was  no  sign  of  priapism,  even  then  or  subsequently,  after  reaction 
had  set  in.  About  an  hour  after  he  had  been  placed  on  a  water 
bed  his  temperature  was  95#5°.  He  slowly  recovered  from  the 
collapse,  and  during  the  night  of  the  3rd  November  he  had  excessive 
pain,  vomiting,  and  restlessness,  accompanied  by  complete  reten- 
tion of  urine,  and  also  complete  paralysis.  There  was  no  trace  of 
reflex  movements  in  the  limbs,  and  there  was  also  complete  absence 
of  sensation  in  the  limbs.  On  the  3rd,  a  vesicle,  about  the  size  of 
a  sixpence,  grew  on  his  ankle,  which,  after  growing  very  slowly 
for  eight  or  nine  days  without  any  red  areola  about  it,  burst. 
Beyond  that  there  was  no  sign  of  any  cutaneous  nerve  phenomenon. 
On  the  4th,  sensation  had  returned  as  far  down  as  the  hypogastric 
region,  inside  the  thigh,  and,  in  an  obscure  degree,  along  the 
distribution   of   the  long  saphenic  nerve.     On  the  5th,  he  broke 
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out  into  delirium  tremens — a  condition  of  which  he  was  himself 
aware,  having  become  familiar  with  it  from  his  previous  habits. 
The  delirium  lasted  to  the  9th,  and  during  that  interval  he  was 
extremely  violent,  and  it  was  very  difficult  to  make  any  investiga- 
tion. Up  to  this  time  his  urine  was  acid ;  it  had  been  regularly 
drawn  off  with  the  catheter.  On  the  11th  November  his  urine  for 
the  first  time  became  alkaline.  On  the  13th  he  had  another  attack 
of  delirium  tremens.  On  the  14th,  for  the  first  time,  his  urine 
became  extremely  bloody.  This  could  not  have  been  occasioned 
by  the  catheter,  for  it  was  a  soft  instrument,  and  had  been  used 
with  the  greatest  care ;  and  besides,  from  the  10th  his  urine  had 
dribbled  away  without  a  catheter.  After  this  the  bleeding  with 
the  urine  was  extremely  copious  and  could  not  be  controlled. 
After  the  25th  it  diminished  somewhat,  but  he  believed  that  was 
because  there  was  but  little  more  blood  in  the  man's  body,  and 
death  followed  from  asthenia,  which  he  believed  was  mainly  the 
result  of  the  hematuria.  The  only  bedsore,  besides  that  on  the  ankle, 
was  one  on  a  toe,  about  the  size  of  a  split  pea,  where  bedclothes 
had  rested.  At  the  time  he  was  examined,  before  being  put  to  bed, 
he  presented  between  the  shoulders  and  below  the  mid-dorsal  region, 
but  near  it,  a  bloody  tumour  of  some  considerable  size.  He  was, 
in  build,  thick-set  and  corpulent.  The  tumour  suggested  a  lesion 
of  the  spine,  probably  about  the  mid-dorsal  region.  After  the 
delirium  tremens  had  subsided,  and  the  man  began  to  waste,  about 
the  14th  or  loth,  it  was  easy  to  detect  that  the  spinal  lesion  was 
not  where  the  bloody  tumour  was,  but  lower  down. 

He  now  came  to  what  was  disclosed  by  dissection.  Dislocation 
of  the  spine,  as  contrasted  with  fracture  in  the  dorsal  and  lumbar 
regions,  is  extremely  rare.  Malgaigne  recorded  13  cases  of  dorsal 
dislocation,  5  of  which  occurred  between  the  twelfth  dorsal  and 
the  first  lumbar.  On  dissecting  off  the  muscles  in  the  posterior 
spinal  grooves  he  came  upon  the  characteristic  features  of  a  uni- 
lateral dislocation.  The  cartilage  of  the  superior  articular  facette 
of  the  first  lumbar  vertebra  was  perfectly  exposed,  projecting  out- 
wards and  backwards.  The  corresponding  inferior  articular  process 
(if  tin;  twelfth  dorsal  lay  in  front  in  the  intervertebral  foramen, 
and  both  processes  appeared  at  first  sight  absolutely  without  fracture. 
On  grasping  the  upper  process  in  the  forceps,  it  could  be  made  to 
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yield,  being  cracked  at  its  base,  but  without  visible  lesion  of  the 
fibrous  structure  investing  it. 

The  vertical  section  of  the  vertebras  showed  that  the  body  of  the 
twelfth  dorsal  had  slipped  forwards  and  downwards,  while  the 
invertebral  disc  was  completely  destroyed  ;  the  first  lumbar  vertebra 
inclined  in  an  opposite  direction,  and  the  surfaces  of  the  bodies  of 
the  two  vertebrae  had  moved  laterally  on  each  other  to  a  degree 
corresponding  to  the  displacement  of  the  articular  process  on  the 
left  side.  The  angle  formed  between  the  vertebral  bodies  in  front, 
subtended  by  the  stretched  and  partly  torn  anterior  common  liga- 
ment, was  filled  by  the  remains  of  the  intervertebral  disc  with  a 
few  grains  of  bone  and  a  distinct  development  of  callus.  The 
inter-spinous  ligament  connecting  the  two  vertebras  was  torn  quite 
through.  The  case  was  one,  then,  of  dislocation  forwards  of  the 
twelfth  dorsal  on  the  first  lumbar  vertebra.  The  dissection  dis- 
closed the  fact  that  the  spinal  cord  was  absolutely  cut  across  by 
the  projection  backwards  of  the  lumbar  vertebra.  According  to 
the  accepted  physiological  views,  there  should  have  been  therefore  a 
development  of  reflex  phenomena ;  but  these  phenomena  were 
absent  here  for  two  reasons — namely,  first  the  impingement  of  the 
vertebra  on  the  cord  occurred  so  that  the  lumbar  enlargement  was 
crushed,  while  but  little  of  the  remaining  part  of  the  cord  below 
this  swelling  was  left  undamaged.  On  this  small  portion  there 
lay  a  considerable  amount  of  firm  coagulum  from  which  the  fluid 
blood  had  been  absorbed,  and  again  for  the  width  of  the  bodies  of 
the  twelfth  and  eleventh  dorsal  vertebras  the  cord,  though  entire, 
was  firmly  compressed  by  blood-clot  both  within  its  sheath  and 
outside  between  the  bones  and  theca.  The  cord  was  not  only 
divided  at  the  level  of  the  dislocation,  but  compressed  below  and 
above,  so  as  to  render  the  exact  seat  of  the  dislocation  doubtful, 
and  also  to  abolish  any  independent  function  in  the  part  below  the 
division.  The  great  question  was  whether  it  was  possible  for  this 
kind  of  dislocation  to  occur  in  this  region  without  fracture  of  the 
articular  processes.  Some  of  the  highest  authorities,  including 
Cooper,  Boyer,  and  Hamilton  of  America,  denied  the  possibility  of 
a  dislocation  of  this  kind  occurring  without  fracture  of  the  articular 
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processes.  In  the  present  case,  although  the  articular  process  was 
not  detached,  it  was — to  use  a  nautical  phrase — sprung,  there 
being  a  slight  sign  of  fracture  in  it.  The  examination  of  the 
viscera  showed  that  there  was  no  wound  or  laceration  of  the 
bladder,  nor  any  laceration  of  the  kidneys ;  but  both  kidneys  were 
filled  with  blood,  and  although  without  rupture  or  laceration,  were 
congested  in  the  highest  degree.  This  was  the  source  of  the  fatal 
hematuria.  The  man  had  sustained  fractures  of  the  seventh, 
eighth,  ninth,  tenth,  and  eleventh  ribs,  and  during  life  complained 
bitterly  of  pain  in  the  lower  part  of  his  chest  on  the  left  side.  All 
the  fractui'es,  except  that  of  the  eleventh  rib,  were  situated  close  to 
the  cartilages,  and  the  vertebral  fragments  were  displaced  to  such 
a  degree  as  to  overlap  their  cartilages,  so  as  to  lead  to  the  impres- 
sion that  the  fractures  were  seated  in  the  cartilages  and  not  in  the 
bones.  In  the  case  of  the  eleventh  the  fracture  was  placed  com- 
pletely in  the  cartilage. 

A  point  of  interest  was  that  while  there  was  a  great  deal  of 
bloody  effusion  under  the  integuments  of  the  chest  near  the  frac- 
tures, there  were  no  signs  of  injury  within.  The  lungs  and  pleura 
were  normal ;  there  was  no  pleural  effusion ;  and  the  cavity  of  the 
chest  was  remarkably  healthy,  notwithstanding  the  great  amount 
of  crushing  which  directly  involved  it.  The  transverse  processes 
of  the  second  lumbar  vertebra  had  been  broken  in  the  same  way 
as  the  ribs.  In  the  fractures  of  the  ribs  callus  had  been  formed, 
and  there  was  also  a  formation  of  it  in  the  fracture  of  the  cartilage, 
but  it  was  very  much  less  complete,  the  reason  being  that  that 
process  of  growth  was  the  same  in  both,  but  took  place  much  more 
slowly  in  the  one  case  than  in  the  other. 


CASES   OF    EPITHELIOMA   FROM   LOCAL 
IRRITATION. 

By  C.  B.  BALL,   M.D.,   F.R.C.S.; 

Surgeon  to  Sir  P.  Dun's  Hospital  and  Maison  de  Sante\ 

[Head  in  the  Pathological  Section,  February  1,  1884.] 

The  great  variety  observable  in  the  malignancy  of  epithelioma 
renders  the  subject  of  considerable  interest  to  the  pathologist  as 
well  as  to  the  practical  surgeon.  What  satisfactory  explanation 
can  be  given  of  the  fact  that  epithelioma  of  the  tongue  is  so  apt  to 
recur,  no  matter  how  early  and  thoroughly  ablation  may  have 
been  performed,  while  the  same  disease  in  the  immediate  vicinity 
on  the  lip  is  so  much  more  satisfactory  in  the  result  of  treatment  ? 
Again,  on  cutaneous  surfaces  we  see  sometimes  an  epithelioma 
exhibiting  exti-eme  malignancy,  while  in  others  the  course  is 
chronic  and  non-malignant.  No  doubt  the  same  may  be  said  of 
other  forms  of  carcinoma  and  sarcoma,  but  in  none  does  it  appear 
that  the  extremes  are  so  wide  as  in  epithelioma.  The  following 
case  may  be  taken  as  a  type  of  an  essentially  chronic  epithelioma, 
and  as  it  presents  a  point  of  very  considerable  aetiological  interest 
I  am  desirous  of  putting  it  on  record : — 

Case. — J.  C,  a  healthy-looking  man  of  forty-one  years,  was 
admitted  under  my  care  at  Sir  P.  Dun's  Hospital,  November  24, 
1881.  He  had  an  ulcerated  growth  on  the  front  and  lower  portion 
of  the  scrotum  measuring  about  2  in.  by  H  in-  Near  this  were 
some  small  hard  tubercles,  on  one  of  which  a  brown  horn  about 
|-  in.  long  was  adherent.  The  glands  in  both  groins  were  some- 
what enlarged  and  hard.  He  gave  the  following  history : — Nine 
years  ago  he  commenced  working  at  the  tar  works  on  Hanover- 
quay.  At  these  works  tar  obtained  from  the  gas  works  is  dis- 
tilled— the  most  important  manufactures  being  crude  carbolic  acid 
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and  pitch,  his  occupation  being  chiefly  with  the  former  product. 
Eight  months  before  admission  he  noticed  a  wart  on  the  scrotum, 
upon  which  a  horn  about  an  inch  long  grew.  This  became  de- 
tached, and  the  ulcer  began  gradually  to  enlarge ;  it  did  not 
occasion  him  much  pain  or  inconvenience  of  any  kind.  The 
front  of  the  scrotum  was  removed  the  day  after  his  admission,  and 
the  man  made  a  rapid  recovery. 

He  was  advised  to  try  and  change  his  employment,  but  did  not 
do  so,  and  last  November  two  years,  after  the  previous  operation, 
he  came  again  under  my  care  with  another  but  much  smaller 
epithelioma  on  the  side  of  the  scrotum.  This  did  not  involve  the 
operation  cicatrix.  Close  beside  was  a  small  wart  with  a  short 
and  hard  horn  attached.  The  glands  in  the  groin  were  decidedly 
smaller  and  softer  than  when  he  was  operated  on  two  years  pre- 
viously. The  present  growths  were  removed,  and  Dr.  Abraham 
has  kindly  mounted  some  microscopic  sections  of  them.  From 
the  appearance  of  these  recurrent  tumours  I  am  of  opinion  that 
they  were  caused  by  a  continuance  of  the  original  irritation,  and 
are  not  to  be  considered  as  a  return  from  infection  of  the  tissues 
by  the  former  growth. 

The  case  corresponds  closely  in  appearance  with  the  description 
given  by  Pott  of  the  sweep's  cancer.  He  clearly  recognised  the 
slight  malignancy  of  this  disease,  and  states  that  removal  is  usually 
successful,  except  in  those  cases  where  the  testicle  is  deeply 
implicated.  Sir  James  Earle  has  noted  also  the  slight  tendency 
to  implication  of  the  lymphatic  system.  He  states — "  The  inguinal 
glands  are  often  enlarged,  but  they  will  subside  on  the  removal  of 
the  diseased  scrotum."  He  knew  of  only  one  case  in  which  the 
disease  appeared  in  the  groin,  and  that  was  after  the  suppuration 
of  a  bubo. 

A  similar  form  of  cancer  of  the  scrotum  is,  according  to  Paris's 
Pharmacologic^  common  amongst  the  Cornish  smelters,  who  are 
exposed  to  the  fumes  of  arsenic,  and  since  Earle  has  noted  the 
fact  it  has  been  frequently  observed  on  the  hands  and  other  parts 
of  the  body  in  gardeners  who  make  much  use  of  soot.  When  a 
student  I  remember  seeing  a  case  under  the  care  of  the  late  B. 
W.  Richardson,  in  which  there  was  an  epithelioma  on  the  back  of 
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the  hand,  and  a  very  large  and  long  horn  on  the  back  of  the  fore- 
arm.    The  patient,  a  gardener,  said  he  never  used  soot. 

I  have  tried  to  find  out  whether  any  other  of  the  operatives  at 
these  works  have  been  similarly  affected.  One  old  man  whom  I 
saw  had  a  very  large  number  of  small  epitheliomatous  warts 
scattered  over  the  body,  and  I  heard  of  two  men  who  recently 
worked  there  who  had  horns,  followed  by  ulcers  on  their  faces, 
but  I  was  unable  to  trace  them.  I  have  made  mention  of  the 
horns  in  these  cases  simply  because  I  take  it  they  indicate  marked 
chronicity  of  the  disease,  the  discharge  of  the  epithelial  ulcer 
being  formed  so  slowly  that  it  dries  into  this  form.  As  only 
sixteen  men  are  employed  at  these  works,  it  would  appear  that  a 
somewhat  large  proportion  become  affected  by  their  occupation. 

Case  II. — The  next  case  contrasts  remarkably  with  the  former. 
The  patient,  a  man  aged  forty  years,  was  the  subject  of  lupus  of 
the  face  from  his  youth.  In  September  last  he  presented  himself 
to  my  colleague,  Dr.  Walter  Smith,  under  whose  care  he  had  been 
for  the  lupus,  with  a  large  fungating  mass  springing  from  the 
nose,  which  he  stated  had  originated  only  three  months  previously. 
Dr.  Smith  kindly  transferred  him  to  my  care.  The  growth  involved 
the  whole  tip  of  the  nose,  both  alas,  the  septum,  and  extended 
down  into  the  lower  lip.  It  was  very  exuberant,  almost  black  in 
colour,  and  was  very  vascular.  The  following  day  I  removed  the 
mass,  the  cartilages  of  the  nose  being  divided  from  their  bony 
attachments  and  a  triangular  portion  of  the  upper  lip  removed. 
No  attempt  at  reproduction  of  the  nose  could  be  attempted  in 
consequence  of  the  diseased  condition  of  the  surrounding  structures, 
but  he  now  wears  a  vulcanite  nose  suspended  from  a  spectacle 
frame,  and  the  disfigurement  is  but  slight. 

I  saw  the  patient  at  the  end  of  last  December,  three  months 
after  operation,  and  only  six  months  after  the  commencement, 
and  I  regret  to  say  a  number  of  glands  were  found  enlarged 
and  hard  in  the  submaxillary  region,  and  so  deeply  placed  as  to 
preclude  any  hope  of  useful  operation. 

The  engrafting  of  carcinoma  on  to  lupus  of  long  standing  is  a 
condition  which  has  been  observed  in  a  number  of  cases.  At  a 
meeting  of  the  Berlin  Medical  Society  for  December  19th,  Dr.  Lewin 
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showed  a  case  of  carcinoma  developing  on  a  basis  of  lupus.  He 
had  collected  the  published  cases,  and  stated  the  number  to  be 
about  twenty.  In  the  case  shown  the  patient  had  lupus  for  ten 
years  and  the  carcinoma  for  five  years,  but  it  had  only  grown 
with  rapidity  for  eighteen  months. 

In  my  case  the  rapidity  of  growth  was  evidently  much  greater — 
in  fact,  the  clinical  features  were  those  of  intense  malignancy. 
Could  it  be  possible  the  highly  vascular  condition  of  the  superficial 
structures  induced  by  the  lupus  influenced  the  rapidity  of  growth 
of  the  epithelioma  ?  The  only  other  instance  of  epitheliomatous 
tumour  of  the  nose  that  I  have  seen  was  under  the  care  of  Prof. 
Hebra  at  Vienna,  and  that  case  was  undoubtedly  very  chronic. 


STRICTURE    OF   THE   RECTUM. 

By  JOHN  S.  M'ARDLE,  F.R.C.S. ; 

Surgeon  to  St.  Vincent's  Hospital. 

[Read  in  the  Pathological  Section,  February  29,  1884.] 

This  specimen  was  removed  from  a  patient  of  mine  who  died  of 
peritonitis. 

The  patient,  Philip  R.,  was  admitted  into  St.  Vincent's  Hospital 
on  the  7th  of  January  with  all  the  symptoms  of  stricture  of  the 
rectum.  He  had  suffered  more  or  less  from  some  affection  of  the 
lower  bowel  since  the  early  part  of  1881,  but  it  was  only  in  the 
March  of  1883  he  became  seriously  affected.  Since  then  he  had 
lost  a  considerable  amount  of  blood,  and  had  become  greatly 
emaciated.  On  admission  he  complained  of  intense  pain  before 
and  during  micturition,  which  was  frequent.  He  had  profuse 
diarrhoea  and  copious  ha&morrhage  from  the  bowels.  Digital 
examination  showed  that  the  rectum  was  the  seat  of  stricture 
about  two  inches  from  the  anus,  the  part  of  the  bowel  below  that 
point  being  unusually  smooth  and  considerably  dilated.  At  the 
seat  of  stricture  an  indurated  mass  protruded  into  the  lumen  of 
the  tube  below.  A  No.  9  gum-elastic  catheter  passed  with  diffi- 
culty through  the  stricture,  and  could  easily  be  felt  in  either  iliac 
fossa,  so  dilated  was  the  upper  part  of  the  rectum.  After  some 
time  the  haemorrhage  and  diarrhoea  ceased,  but  the  pain  before 
and  during  micturition  continued.  On  the  23rd  of  January  he 
complained  of  severe  pain  in  the  abdomen,  which  became  very 
tender.  Vomiting  set  in  on  the  24th,  and  on  the  26th  the  sad 
result  which  enabled  me  to  procure  this  specimen  occurred. 

The  post  mortem  showed  a  large  collection  of  serous  fluid  in  the 
peritoneal  cavity,  but  with  the  exception  of  the  rectum,  which  I 
now  exhibit,  the  pelvic  and  abdominal  viscera  were  normal.  The 
constriction  occurs  at  the  junction  of  the  middle  and  lower  third, 
and   extends   for  an    inch  downwards,  its  upper  opening  being 
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funnel-shaped  and  surrounded  by  a  deep  ulcer  with  everted  edges, 
the  cut  margin  of  which  is  in  close  connexion  with  the  recto- 
vesical fold  of  peritoneum.  The  lower  opening,  much  narrower 
than  the  upper  (only  admitting  the  point  of  the  little  finger),  is 
surrounded  by  an  indurated  margin,  on  which  can  be  seen  a 
number  of  vascular  papillae.  Only  a  small  portion  of  the  tube 
below  this  point  has  been  removed.  The  portion  of  the  rectum 
above  the  stricture  is  dilated,  thickened,  and  much  sacculated. 

Mr.  Coppinger's  sections  of  the  indurated  portion  show  that  the 
stricture  was  of  the  malignant  variety. 

The  points  which  I  am  anxious  to  call  attention  to  in  this  case 
are — first,  the  dilatation  which  appeared  below  the  stricture,  the 
cause  of  which  I  know  not ;  and,  second,  the  great  pain  which 
occurred  before  and  during  micturition,  for  which  I  can  only  offer 
the  following  explanation : — The  anterior  margin  of  the  ulcer 
which  surrounds  the  upper  end  of  the  stricture  is  connected  with 
the  bladder  by  the  recto-vesical  fold  of  peritoneum,  which  must 
have  been  drawn  upon  whenever  the  bladder  became  distended, 
the  more  so  as  the  diseased  part  had  been  pushed  toward  the  anus 
by  the  action  of  the  hypertrophied  upper  portion  of  rectum.  Thus 
the  most  sensitive  part  of  the  bowel  was  irritated  when  urine 
collected  in  the  bladder,  and  the  pain  so  caused  was  only  relieved 
after  the  expulsion  of  that  fluid. 


INTESTINAL  CONCRETIONS. 

By  C.  B.  BALL,  M,D.,  F.R.C.S. ; 

Surgeon  to  Sir  P.  Dun's  Hospital  and  Maison  de  Sante\ 

[Read  in  the  Pathological  Section,  February  29,  1884.] 

Dr.  Charles  B.  Ball  showed  a  number  of  calculi  from  the  intestine 
of  the  horse.  Two  of  these  were  fine  examples  of  the  oat-hair 
concretion.  One  was  rough  and  tuberculated  on  the  surface,  and 
on  section  was  found  to  be  composed  of  concentric  layers  of 
vegetable  hairs,  with  a  considerable  quantity  of  phosphatic  matter 
and  portions  of  the  husk  of  the  oat.  The  second  was  smooth  and 
uniform,  both  on  the  surface  and  in  section,  and  was  composed 
almost  entirely  of  oat-hairs  closely  felted  together.  Microscopic 
slides  of  both  these  calculi,  with  the  hair  of  the  oat-seed  for  com- 
parison, were  exhibited.  The  author  also  brought  forward  a 
collection  of  fourteen  concretions  composed  chiefly  of  ammonio- 
magnesian  phosphate,  the  nuclei  of  which  were  very  various, 
including  iron  nails,  small  stones,  vegetable  matter,  a  piece  of 
leather,  &c.  Some  were  much  facetted,  and  illustrated  distinctly 
the  two  ways  in  which  this  appearance  is  produced.  In  the  one 
which  was  of  prismatic  shape,  section  showed  that  the  concentric 
layers  were  continuous  all  round ;  but  it  was  evident  that  the 
layers  were  much  thicker  in  the  direction  of  least  resistance — 
namely,  at  the  angles  of  the  section,  while  they  were  thinned  off  at 
the  portions  corresponding  with  the  facets.  In  others  it  was 
evident  that  the  facetting  was  due  to  the  rubbing  of  one  stone 
against  others,  as  the  layers  were  cut  through  at  the  facets.  One 
of  the  concretions  was  of  peculiar  shape,  being  concavo-convex, 
and  sections  showed  that  this  was  evidently  a  portion  of  a  calculus 
which  had  undergone  spontaneous  fracture  within  the  animal. 
Additional  evidence  of  this  was  to  be  found  in  the  extreme  brittle- 
ness  of  its  structure.     Microscopic  sections  of  these  calculi  were 
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exhibited,  which  showed  well  the  tubular  structures  found  abun- 
dantly in  intestinal  as  well  as  in  urinary  concretions,  and  supposed 
to  be  conferva?.  Dr.  Ball  showed  several  beautiful  examples  of 
regagropiles  and  bezoars  from  the  Museums  of  Trinity  College  and 
the  Royal  College  of  Surgeons. 


A  CASE  OF  FATAL  MENINGITIS  OCCURRING 
AFTER  ENUCLEATION  OF  A  SHRUNKEN 
EYEBALL. 

By  ARTHUR  H.  BENSON,  F.R.C.S. ; 

Assistant  Surgeon  to  St.  Mark's  Ophthalmic  Hospital  ; 
Ophthalmic  and  Aural  Surgeon  to  the  City  of  Dublin  Hospital. 

[Eead  in  the  Pathological  Section,  February  29,  1884.] 

Considering  the  intimate  connexion  that  exists  between  the 
sheaths  of  the  optic  nerve  and  the  meninges  of  the  brain,  and  the 
anatomical  and  physiological  proximity  of  the  orbit  to  the  cranial 
cavity,  it  must  be  a  matter  of  surprise  to  those  who  reflect  how 
seldom  untoward  results  occur  after  the  operation  of  enucleation  of 
the  eye.  The  wonder  is,  not  that  meningitis  does  now  and  then 
occur  in  this  connexion,  but  that  it  is  not  a  matter  of  everyday 
experience. 

So  free,  however,  is  the  operation  usually  from  danger  that  of 
the  thousands  of  eyes  enucleated  each  year  it  is  only  at  long- 
intervals  that  a  case  of  consequent  meningitis  is  met  with. 

The  following  case  occurred  recently  in  my  practice  at  St. 
Mark's  Ophthalmic  Hospital,  and  I  think  it  advisable  that  the 
main  facts  should  be  placed  on  record  for  future  reference : — 

Case. — J.  P.,  a  girl,  aged  seventeen,  was  admitted  into  St.  Mark's 
Ophthalmic  Hospital  under  my  care  on  the  11th  of  February, 
1884,  having  been  sent  up  for  operation  by  Dr.  Stoney,  of  Abbey- 
leix. 

History. — The  left  eye  had  been  affected  after  an  attack  of  scar- 
latina eight  years  before,  and  had  become  staphylomatous,  and 
remained  totally  blind  ever  since. 

Three  weeks  before  her  admission  she  got  a  severe  pain  in  this 
old  blind  eye,  which  became  swollen,  and  four  days  afterwards  it 
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"burst,"  and  she  got  relief.     No  doubt  this  history  poiuts  to  sup- 
purative panophthalmitis. 

Condition  on  admission. — The  conjunctiva  of  the  left  eye  is  in  a 
state  of  considerable  chronic  inflammation,  being  thickened  and 
vascular.  The  globe  is  small,  contracted,  tender  to  the  touch,  and 
is  becoming  quadrilateral.  The  cornea  is  opaque,  flat,  and  con- 
tracted. At  its  border  are  two  or  three  slightly  prominent  red 
papillae,  out  of  one  of  which  a  small  quantity  of  thin,  milky  pus  can  be 
squeezed.  Vision  is  absolutely  gone.  Tension  —  3.  The  right 
eye  is  normal  in  every  respect.  She  has  been  feeling  out  of  sorts 
for  some  days,  and  complains  of  headaches  and  malaise. 

Enucleation  was  performed  on  February  13  under  ether,  the 
heart  having  been  previously  examined  and  found  healthy.  The 
operation  was  normal  in  every  respect,  no  difficulty  being  ex- 
perienced except  from  the  presence  of  some  old  adhesions  between 
the  globe  and  the  orbital  structures.  The  eyelids,  &c,  were  well 
washed  with  carbolic  solution  before  the  operation,  and  care  was 
taken  to  keep  the  conjunctival  section  well  outside  the  fistulous 
openings  round  the  cornea.  There  was  little  subsequent  bleeding, 
and  no  escape  of  the  contents  of  the  globe  into  the  orbit.  The 
usual  dressings — pads  of  absorbent  wool  wet  with  water  and 
applied  tightly  by  means  of  a  calico  bandage — were  used,  and  the 
girl  was  sent  to  bed.  She  vomited  somewhat  that  afternoon  on 
recovering  from  the  ether,  but  next  day  was  noted  as  "  progressing 
favourably."  There  was  no  discharge  whatever  from  the  socket 
of  the  enucleated  eye. 

At  4  p.m.  on  the  day  after  the  operation  she  again  vomited  and 
complained  of  severe  supra-orbital  pain.  She  had  no  rigors  either 
then  or  at  any  subsequent  time.  This  increased  in  intensity,  and 
the  vomiting  was  severe  all  next  day.  She  also  complained  of 
severe  pain  in  the  epigastrium,  probably  due  to  excessive  straining. 

3rd  day. — Morning  temperature,  102-4°;  pulse,  80.  4  p.m. — 
Patient  becoming  dull  and  stupid.  Temperature,  104*4°;  pulse, 
84 ;  respirations,  32.  The  lungs  and  heart  were  examined  and 
found  healthy.  The  throat  was  red,  and  the  fauces  were  covered 
with  a  creamy,  pultaceous  substance.  Complains  that  the  throat 
is  somewhat  sore.  The  optic  discs  were  examined  and  found 
healthy.     8  p.m. — Had  a  good  motion  of  the  bowels. 

4th  day,  9  a.m. — Temperature,  101-6°;  pulse,  86;  respirations, 
32.  She  is  more  dull  and  stupid  than  before.  At  5  p.m.  Professor 
Bennett,  Consulting  Surgeon  to  the  Hospital,  kindly  came  to  see 
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the  case  with  Dr.  Story  and  myself.  On  removing  the  bandage 
the  socket  of  the  left  eye  was  found  to  be  filled  with  a  blood  clot — 
a  recent  haemorrhage  having  occurred  from  the  wound,  which  had 
till  then  looked  quite  typically  healthy.  There  was  also  a  red  blush 
over  the  left  eyelid  and  cheek  spreading  over  the  nose  to  the  right 
cheek.  The  diagnosis  of  erysipelas  was  made,  and  when  Dr. 
James  Little,  Consulting  Physician  to  the  Hospital,  kindly  saw 
her  in  the  evening  the  blush  was  more  distinct,  and  the  diagnosis 
was  confirmed.  The  face  was  directed  to  be  painted  with  white- 
lead  paint. 

5th  day. — The  blush  on  her  face  has  nearly  disappeared.  She 
cannot  bear  to  have  her  head  moved  ;  there  is  some  sighing  respira- 
tion. Temperature,  104-4°;  pulse,  120;  respirations,  27.  Right 
optic  disc  normal.  She  is  now  delirious,  but  only  in  a  quiet  way, 
never  crying  out  loud,  more  muttering,  never  moves  of  her  own 
accord,  and  complains  of  pain  when  moved  by  the  nurse. 

6th  day. — She  has  slept  very  little  all  through.  She  passes  her 
urine  under  her  unless  it  is  drawn  off  by  a  catheter.  The  erysi- 
pelas-like blush  has  totally  gone.  Right  optic  disc  normal.  The 
diagnosis  of  erysipelas  was  abandoned. 

7th  day. — Began  to  menstruate  yesterday.  Evening  tempera- 
ture, 105°;  pulse,  155;  respirations,  45. 

8th  day — Delirium  continued ;  unconsciousness  complete.  1  p.m. — 
Temperature,  105*5°;  pulse,  160;  respirations,  70. 

At  3  45  p.m.  on  the  eighth  day  after  the  enucleation  she  died 
comatose. 

The  diagnosis  in  the  early  part  of  this  case  presented  some 
points  of  exceptional  difficulty,  which  perhaps  it  is  unfitting  here 
to  discuss. 

The  enucleated  eye  was  examined  immediately  after  its  removal, 
and  it  was  found  that  the  conjunctival  incision  was  well  outside 
the  circumcorneal  papillae.  The  cornea  was  not  ruptured.  The 
globe  was  small,  and  the  sclerotic  was  depressed  corresponding  to 
the  position  of  the  recti  muscles.  Some  portions  of  connective- 
tissue  remained  adherent  to  the  globe  in  places.  A  meridional 
section  showed  the  choroid  to  be  much  thickened  and  adherent  to 
t!ie  retina.  The  vitreous  chamber  was  occupied  by  a  dense  mass 
of  inflammatory  tissue,  to  which  the  retina  was  inseparably 
adherent.  In  the  centre  of  this  mass  was  a  small  cavity,  but  no 
pus.  A  vertical  incision  through  the  cornea  and  through  the 
papilla  at  the  corneal  border  showed  that  the  cornea  was  thin,  the 
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anterior  chamber  very  shallow,  and  occupied  by  a  dense  opaque 
mass,  glueing  together  the  cornea  and  iris.  The  lens  was  absent. 
From  the  papilla  a  fine  sinus  ran  towards  the  centre  of  the  globe, 
and  communicated  with  the  small  cavity  in  the  middle  of  the 
vitreous  chamber  above  mentioned.  It  must  therefore  have  been 
from  this  cavity  that  the  fluid  escaped  through  the  sinus.  The 
optic  nerve  seemed  atrophic,  and  its  sheath  lay  loose  around  it. 

The  post  mortem  examination,  at  which  Dr.  Abraham  and  Dr. 
Story  kindly  assisted,  was  made  on  February  20,  eighteen  hours 
after  death. 

The  body  was  well  nourished  ;  there  were  no  external  marks 
except  a  large  brownish-coloured  bulla  on  the  right  foot  over  the 
metatarsal  bones,  and  some  patches  of  herpes  on  the  lips  and  on 
the  right  ear.  The  body  was  not  yet  quite  cold.  Cadaveric 
rigidity  was  not  well  marked.  On  making  a  longitudinal  incision 
considerable  fat  was  found  in  the  parietes. 

Abdomen, — Intestines  normal  in  appearance,  somewhat  distended 
with  gas.  A  large  finger-shaped  diverticulum  was  found  on  the 
ilium.  The  omentum  was  covering  the  intestines.  The  stomach 
was  small  and  empty ;  the  spleen  was  normal ;  the  rectum  was 
loaded ;  the  uterus  was  congested,  the  os  being  occupied  by  a  red 
clot ;  the  ovai'ies  were  congested,  the  right  one  especially ;  the 
kidneys  were  both  deeply  congested  and  purple,  and  the  capsule 
peeled  off  easily ;  the  liver  was  large  and  congested. 

Thorax. — The  lungs  were  normal.  Pericardium  contained  the 
normal  amount  of  fluid ;  no  pericarditis.  Heart. — Right  side 
empty ;  tricuspid  valves  healthy.  Left  side. — Semilunar  valves 
normal.  The  ventricles  contained  small,  partly  decolorised  clots. 
The  mitral  valves  looked  oedematous  (the  possible  cause  of  the 
murmur). 

Head. — On  removing  the  calvarium  the  dura  mater  was  found 
deeply  congested.  The  vessels  on  the  surface  of  the  brain  were 
immensely  engorged.  Beneath  the  pia  mater  on  both  sides  everywhere 
over  cerebrum  and  cerebellum  there  existed  milky  streaks  of  lymph 
and  purulent  exudation,  best  seen  along  the  sulci.  There  was  a  large 
quantity  of  purulent  fluid  in  the  arachnoid  space.  The  longitu- 
dinal sinus  was  occupied  by  a  partially  decolorised  clot.  In  both 
hemispheres  the  puncta  cruenta  were  well  marked.  In  the  lateral 
ventricles  was  found  a  small  quantity  of  orange-coloured  fluid, 
with  purulent  deposit  on  the  optic  thalami  and  choroid  plexuses. 
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The  occurrence  of  meningitis  consequent  to  enucleation  of  the 
eyeball,  though  rare,  is  not  by  any  means  unknown.  In  reviewing 
the  literature  of  the  subject  I  am,  however,  only  able  to  find  an 
account  of  ten  other  cases,  the  one  now  placed  on  record  being  the 
eleventh. 

Von  Grafe  had  two  cases  after  enucleation  for  purulent  panoph- 
thalmitis, and  therefore  laid  it  down  as  a  rule  that  enucleation  was 
not  advisable  during  panophthalmitis. 

Manhardt  had  one  case. 

Horner  had  one  case.  In  neither  of  these  accounts  can  I  find 
the  condition  of  the  enucleated  eye  stated. 

Just  had  one  case  after  enucleation  for  phthisis  bulbi,  not 
purulent. 

Pagenstecher  had  one  case,  also  phthisis  bulbi,  not  purulent. 

Leber  had  a  case  which  recovered  after  removal  of  an  old 
cataractous  eye  with  bony  choroid,  not  purulent. 

Meyhofer  had  a  case  which  also  recovered  after  recent  injury, 
forty-eight  hours,  not  purulent. 

Asplund,  of  Stockholm,  had  a  case  where  the  eye  was  removed 
for  a  foreign  body. 

Wecker  had  a  case  after  removal  of  an  eye  four  weeks  after 
abscission  for  staphyloma,  and — 

My  case  of  an  old  collapsed  phthisical  globe  with  a  purulent  cavity. 

It  will  thus  be  seen  that  out  of  the  eleven  cases  on  record  only 
two  (those  of  Grafe)  are  known  to  be  cases  of  active  purulent 
panophthalmitis ;  one,  my  case,  is  chronic  suppuration ;  whilst 
four  are  known  not  to  have  had  suppuration  at  all,  and  in  four  the 
condition  of  the  enucleated  eye  is  not  stated. 

What,  then,  is  the  nature  of  the  infection,  and  what  its  mode  of 
propagation  ?  If,  as  Grafe  believed,  the  pus  escaping  from  the 
eye  infected  the  recent  wound,  and  was  conveyed  directly  by  the 
optic  nerve  sheaths  to  the  brain,  how  happened  it  that  infection 
occurred  so  frequently  when  there  was  no  pus  in  the  eye?  In 
these  cases  the  infection  must  have  occurred  from  without  at  the 
time  of  the  operation  or  subsequently. 

In  my  case  there  was  probably  no  escape  of  pus  into  the  wound, 

2  c 
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for  there  was  none  in  the  cavity  of  the  eye,  nor  could  any  be 
squeezed  out  of  the  sinus  immediately  before  the  operation.  It 
does  not  therefore  seem  that  purulent  disease  of  the  enucleated 
eye  is  by  any  means  a  necessary  condition  of  consequent  purulent 
meningitis. 

The  experiments  of  Schwalbe,  confirmed  by  Schmidt  and  Manz, 
show  that  a  tolerably  free  communication  exists  between  the 
arachnoid  and  the  intervaginal  space  surrounding  the  optic  nerve. 
Fluids  injected  into  the  arachnoid  space  passed  down  between  the 
external  and  internal  sheaths  of  the  optic  nerve  to  its  ocular 
extremity,  where  it  collected,  being  unable  to  pass  into  the  eye. 

The  presence  of  phthisis  bulbi  with  atrophy  of  the  optic  nerve 
and  a  loose  sheath  would  presumably  facilitate  the  transit  of 
infecting  agents,  and  this  condition  was  present  in  at  least  four 
cases  out  of  the  seven  of  which  I  can  obtain  information,  whilst 
only  three  out  of  the  seven  were  purulent. 

Note. — There  is  yet  another  aspect  from  which  such  cases 
miodit  be  viewed.  How  far  are  they  mere  coincidences  ?  Menin- 
gitis comes  on  in  many  cases  from  unknown  causes,  and  in  some 
cases  from  purulent  disease  of  the  eyeball  without  enucleation. 
How  far  is  it  a  post  hoc,  and  how  far  a  propter  hoc?  A  micro- 
scopical examination  and  comparison  of  the  optic  nerve  near  the 
orbit  and  near  the  brain  might  settle  this. 
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On  Sections  of  the  Optic  Nerve  and  some  other  parts,  from  Dr.  Benson's 
Case  of  Meningitis  after  Enucleation.  By  P.  S.  Abraham,  M.A., 
B.Sc,  F.R.C.S.,  &c. 

Sections  were  taken  from  the  left  optic  nerve,  including  its 
sheath,  at  different  distances  between  the  eye  and  the  optic 
chiasm  a,  as  well  as  sections  from  the  latter,  and  from  the  root  of 
the  right  optic  nerve.  They  were  stained,  some  with  picrocarmine 
and  logwood,  others  with  methyl  blue. 

One  of  the  kidneys  was  also  examined  microscopically,  and 
presented  marked  changes.  These  are  extreme  hyperemia,  the 
vessels  being  largely  distended  with  blood  and  bulged  in  places. 
No  extravasations,  however,  have  been  detected.  The  urinary 
tubules  are  for  the  most  part  entirely  occluded  by  the  swollen  and 
granular  epithelial  cells,,  which  have  nearly  everywhere  lost  their 
marginal  boundary  or  contour.  The  matrix  of  the  organ  is 
irregularly  studded  with  collections  of  inflammatory  cell-growth. 

The  nerve  is  profoundly  altered,  and  no  distinct  nerve-fibres  can 
be  made  out.  The  perineurium  and  the  interfibrillar  prolongations 
of  connective  tissue  are  greatly  hypertrophied.  The  spaces  which 
these  fibrous  septa  enclose  are  occupied  by  a  continuous  granular 
material,  freely  interspersed  with  nuclei.  The  connective  tissue 
of  the  framework  is  itself  filled  with  proliferating  cells,  which  are 
massed  together  in  some  places.  The  sheath  of  the  nerve  is  very 
much  thickened,  and  towards  the  outer  boundary  the  fibrous 
bundles  are  separated  by  spaces  containing  numerous  small  cells 
and  nuclei,  and  further  out  still  these  are  sufficiently  numerous  to 
be  looked  upon  as  purulent  deposits.  The  supravaginal  and  sub- 
vaginal  sheaths  likewise  contain  pus.  All  this  applies  parti- 
cularly to  the  sections  taken  within  the  orbit,  some  of  them  being 
from  a  point  quite  near  to  the  eye,  and  others  close  up  to  the 
foramen. 

In  the  sections  taken  from  the  intercranial  part  of  the  nerve 
the  peri-  and  endoneurial  connective  tissue  is  also  the  seat  of  the 
inflammatory  cell-growth,  which  in  the  periphery  is  extensive 
enough  to  form  collections  of  pus.     The  intercranial  part  of  the 
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right  optic  nerve  is  very  similarly  affected,  numerous  small  cells 
beino-  thickly  situated  in  the  perineurium,  and  extending  some 
distance  into  the  fibrous  septa  within  the  nerve.  The  orbital 
portion  of  this  nerve  was  not  retained  for  examination. 

In  the  sections  of  the  optic  chiasma  the  principal  thing  observable 
is  the  purulent  infiltration  and  deposits  in  the  pia  mater  covering. 

Several  of  the  various  sections  were  stained  with  methyl  blue, 
and  in  these  numerous  small  micrococci  can  be  detected  within 
and  among  the  pus-cells. 

Although  a  great  many  sections  of  the  left  nerve  have  been 
taken  and  examined  with  great  care,  they  appear  to  present  but 
little  satisfactory  evidence  as  to  whether  the  inflammation  extended 
from  the  orbit  or  from  within  the  cranium.  The  condition  of  the 
right  nerve,  hoAvever,  is  significant,  for  it  proves  that  in  this  case 
the  inflammation  must  have  extended  into  its  substance  from 
within  the  cranium. 


ON  THE  CONNEXION  OF  ACUTE  DIABETES 
WITH  DISEASE  OF  THE  PANCREAS. 

By  GEORGE  F.  DUFFEY,  M.D.; 

Fellow  and  Censor,  K.Q.C.P.I.  ;  Physician  to  the  City  of  Dublin  Hospital, 

&c.,  &c. 

[Read  in  the  Pathological  Section,  February  29,  1884.] 

As  the  pathology  of  the  case  that  furnishes  the  following  remarks 
will  be  described  by  Mr.  Abraham,  and  illustrated  by  microscopic 
sections  of  the  pancreas  and  nervous  centres  made  by  him,  I  shall 
confine  myself  to  a  brief  description  of  it,  and  to  a  discussion  of 
the  probable  relationship  between  disease  of  the  pancreas  and 
diabetes. 

Clinically  the  case  was  one  of  acute  diabetes,  or  that  type  of  the 
disease  described  by  Lancereaux  under  the  term  of  Diabke  meagre, 
or  emaciating  diabetes.  It  was  altogether  of  only  two  months' 
duration — dating  from  the  recognition  of  symptoms  by  the  patient — 
and  its  rapid  course  terminated,  after  a  sudden  onset  of  vomiting 
and  diarrhoea,  in  death  by  coma. 

Case. — The  patient  was  a  country  farm-labourer,  over  six  feet 
in  height,  and  well  made.  His  age  was  twenty-four,  but  he  looked 
older.  He  was  married,  the  father  of  one  child,  and  he  stated  that 
he  had  always  enjoyed  "the  best  of  health"  until  about  five  weeks 
before  his  admission  to  the  City  of  Dublin  Hospital,  under  my 
care,  on  the  18th  October,  1883.  His  parents  were  dead ;  he  had 
two  brothers  and  two  sisters  alive  and  healthy.  The  first  symptoms 
of  his  illness  that  he  noticed  were  polyphagia,  polydipsia,  polyuria, 
rnd  emaciation.  After  about  a  fortnight  he  began  to  feel  languid 
and  weak ;  he  did  not  sleep  well,  and  he  found  that  he  had  lost  a 
stone  in  weight.  He  could  not  assign  any  cause  for  his  illness 
with  the  exception  of  his  having  had  to  work  very  hard  during  the 
harvest. 


406        Acute  Diabetes  and  Disease  of  the  Pancreas. 

Upon  admission  he  presented  the  usual  symptoms  of  an  advanced 
case  of  diabetes  mellitus.  He  seemed  remarkably  apathetic,  and 
rarely  spoke  unless  in  answer  to  a  question.  He  preferred  staying 
in  bed  to  getting  up,  stating  that  he  did  so  because  he  got  so 
easily  tired.  During  his  stay  in  hospital  the  amount  of  highly 
saccharine  urine  he  passed  in  the  twenty-four  hours  varied  from 
215  to  170  ounces,  and  its  specific  gravity  from  1045  to  1040.  It 
had  a  sweetish  odour,  and  gave  the  reddish-brown  colour  on  the 
addition  of  a  solution  of  ferric  chloride,  said  to  be  due  to  the 
presence  of  ethyl-diacetic  acid.  For  ten  days  he  continued  much 
in  the  same  state  as  he  was  upon  admission,  when,  without  evident 
cause,  his  bowels,  which  had  been  constipated,  became  exceedingly 
loose,  and  vomiting  also  supervened.  He  complained  of  pain  in 
the  epigastrium,  and  the  abdomen  was  tender  on  pressure.  The 
diarrhoea  persisted  for  a  week.  The  stools  were  somewhat  of  a 
dysenteric  character,  being  very  frequent,  but  small  in  quantity, 
of  a  jelly-like  consistence,  and  extremely  foetid.  For  the  first  two 
or  three  days  they  contained  white  masses  resembling  lumps  of 
undigested  caseine,  but  these  disappeared  on  giving  him  his  milk 
peptonised.  He  had  now  completely  lost  his  voracious  appetite, 
but  was  even  more  thirsty  than  upon  admission.  The  debility  and 
emaciation  increased,  and  he  became  extremely  low  and  despondent. 
On  the  evening  of  the  3rd  of  November  his  temperature,  which 
had  been  previously  normal,  rose  to  100°,  but  subsequently  his 
extremities  became  very  cold  and  his  pulse  quick  and  so  weak  as 
to  be  almost  imperceptible.  He  sank  then  into  a  state  of  coma, 
or,  as  Dr.  Wilksa  more  correctly  perhaps  would  term  it,  of  collapse, 
and  died  on  the  morning  of  the  6th  November.  During  this  latter 
period  his  face  was  flushed.  He  lay  upon  his  back  with  his  mouth 
open,  and  exhaled  a  sweet  smell  from  his  breath,  but  I  cannot  say 
that  it  was  a  characteristic  one  of  acetone.  His  respiration  was 
rapid,  but  no  physical  signs  of  pulmonary  disease  were  elicited  on 
examination. 

The  post  mortem  examination  was  made  the  day  after  death. 
Nothing  remarkable  was  observed  by  the  naked  eye  in  the  appear- 
ance of  the  organs  removed,  with  the  exception  of  the  pancreas. 
This  gland  was  hypertrophied  and  felt  extremely  indurated,  the 
hardness  being  due,  as  Mr.  Abraham's  examination  shows,  to  car- 
cinomatous infiltration. 

a  Med.  Times.     Jan.  19,  1884.     P.  78. 
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That  a  diseased  state  of  the  pancreas  is  frequently  found  after 
death  associated  with  cases  that  presented  all  the  symptoms  of 
diabetes  during  life,  is  as  well  known  as  it  is  remarkable.  Accord- 
ing to  Senator,*  "  diseases  of  the  pancreas  are  present  in  about 
half  of  all  the  cases  of  diabetes."  Even  a  larger  proportion  is 
shown  in  the  tables  compiled  by  Dr.  Windle,  of  Birmingham,  who, 
in  his  valuable  Report  on  "The  Morbid  Anatomy  of  Diabetes," b 
has  collected  74  cases  in  which  the  pancreas  was  found  diseased  in 
diabetes  out  of  a  total  of  139  cases  in  which  the  condition  of  the 
gland  was  referred  to.  Seegen,  too,  has  found  atrophy  of  the 
pancreas  in  15  out  of  30  autopsies  he  has  noted  of  diabetic 
patients ;  and  Bouchardat  also  attaches  great  importance  to  the 
state  of  the  pancreas  in  this  disease.0 

M.  Humbert  Molliere,  in  his  elaborate  article  on  the  Pancreas 
in  the  Diet,  de  Med.  et  de  Chirurgie,  t.  XXV.,  1878,  referring  to 
the  frequency  with  which  alterations  of  that  organ  have  been  met 
with  in  diabetes,  says  that  such  observations  evidently  prove  that 
in  certain  cases  diabetes  is  accompanied  by  more  or  less  serious, 
but  always  very  extensive,  lesions  of  the  pancreas ;  and  he  further 
makes  the  interesting  remark,  which  is  borne  out  by  my  case,  that 
in  all  such  cases  the  evolution  of  the  disease  was  rapid,  and  the 
termination  quickly  fatal.  The  results  following  experimental 
obliteration  of  the  pancreatic  canal  in  animals — viz.,  ravenous 
appetite  and  rapid  emaciation,  to  which  they  eventually  succumb, 
would  appear  to  throw  some  light  upon  the  peculiar  type  of  the 
disease. 

Several  recent  writers,  including  Jaccoud,  Roberts,d  Niemeyer,e 
and  Aitken,f  also  mention  the  connexion  between  disease  of  the 
pancreas  and  diabetes.  The  two  latter  authorities,  however,  refer 
only  to  its  being  found  hypertrophied,  but  it  would  seem  from  a 
rough   analysis  of  the   cases   I   have  met  with    in  the  available 

■  Ziemssen's  Cyclopaedia.     Vol.  XVI.,  p.  887. 

b  Dubl.  Jour,  of  Med.  Sci.     August,  1883. 

c  N.  Th.  Klein.     Rev.  des  Sci.  MeU     Tome  VII.,  p.  797. 

d  Theory  and  Practice  of  Medicine.     Fifth  Edition,  p.  298. 

e  Text-Book  of  Practical  Medicine.     Vol.  II.,  p.  773. 

f  Science  and  Practice  of  Medicine.     Vol.  I.,  p.  1051. 
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literature  of  this  subject  that  I  have  consulted  that  the  gland  has 
more  frequently  been  found  atrophied  than  hypertrophied  in  this 
connexion.  In  all  of  Seegen's  15  cases  already  mentioned  the 
pancreas  was  atrophied. 

This  difference  in  the  condition  of  the  pancreas  in  different 
cases  of  the  same  disease  may,  perhaps,  be  explained  by  the 
supposition  that  the  atrophy  is  a  sequence  of  the  hypertrophy ; 
and  that  in  those  cases  of  diabetes  which  have  been  of  some  dura- 
tion the  pancreas  may  at  first  have  been  enlarged,  and  subsequently 
have  become  atrophied  ;  but  that  in  acute  cases  of  the  disease  there 
had  not  been  sufficient  time  before  the  patient's  death  for  the 
atrophic  change  to  occur,  which  generally  follows  primary  inflam- 
matory enlargement  of  the  gland. 

Cyr,a  in  a  recent  brochure  (analysed  in  the  Rev.  de  Set.  Med.,  t. 
XIX.,  p.  535,  from  which  I  quote),  asks  if  atrophy  of  the  pancreas, 
instead  of  inducing  the  production  of  diabetes,  may  not,  on  the 
contrary,  be  determined  by  the  diabetes  itself  ?  He  reminds  us  that 
diabete  maigre,  an  essentially  wasting  affection,  sometimes  induces 
atrophy  of  the  liver,  of  the  stomach,  &c.  Atrophy  of  the  pancreas, 
according  to  him,  would  then  be  a  result  of  the  process  of  exag- 
gerated non-assimilation  which  characterises  diabete  maigre.  This 
argument,  of  course,  would  not  apply  to  the  cases  in  which  the 
pancreas  was  hypertrophied. 

On  the  other  hand  it  must  be  admitted  that  although  disease  of 
the  pancreas  is  comparatively  rarely  found,  even  when  looked  for, 
there  are  sufficiently  numerous  cases  on  record  to  prove  that  the 
pancreas  may  be  the  seat  of  disease  apart  from  any  glycosuria.  For 
example,  in  Dr.  C.  Handheld  Jones's  "  Observations  Respecting 
Degeneration  of  the  Pancreas,"b  in  which  thirty  cases  are  recorded, 
diabetes,  as  a  co-existing  morbid  condition,  is  not  mentioned.  And 
in  Dr.  Norman  Moore's  table  of  thirty-nine  cases  of  cancer  of  the 
pancreas,0  met  with  in  the  records  of  post  mortems  at  St.  Bar- 

a  Etude  critique  sur  quelques  travaux  regents  concernant  l'anatomie  patho- 
logique  du  diabete.     Paris,  1880. 

b  Med.-Chir.  Trans.     Vol.  XXXVIII.     1855. 

0  St.  Bartholomew's  Hosp.  Reports.     Vol.  XVII.,  p.  205. 
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tholomew's  Hospital,  from  the  year  1867  to  the  year  1881,  no 
note  is  made  of  its  being  associated  with  diabetes.  In  Vol.  II.  of 
the  "Transactions  of  the  Pathological  Society  of  New  York,"a 
thirteen  cases  of  diseased  pancreas  are  reported,  in  none  of  which 
was  disease  met  with.  I  have  numerous  references  to  other  cases 
of  morbid  changes  in  the  pancreas  unassociated  with  diabetes. 

It  may  be  also  remarked  that  several  writers  on  diabetes,  in- 
cluding Dr.  Dickinson,  whose  monograph  on  the  disease  is  so  well 
known,  make  no  reference  to  its  connexion  with  lesions  of  the 
pancreas.  That  there  is,  however,  some  association  between  the 
two  cannot,  I  think,  be  doubted.  M.  Lancereaux,  in  a  paper  com- 
municated to  the  Academie  de  Medicine  for  November,  1877,b  drew 
attention  to  a  special  and  distinctive  form  of  diabetes,  distinguished 
by  a  sudden  commencement,  and  an  especially  rapid  evolution, 
found  in  conjunction  with  pancreatic  lesions.  M.  Depierre,  in 
1880,c  published  further  facts  in  the  same  connexion,  showing  that 
this  so-called  pancreatic  diabetes  was  characterised  by  a  sudden 
explosion  of  symptoms  which  reached  an  acme  in  a  few  weeks. 
The  habitual  presence  of  diarrhoea,  as  in  my  case,  is  also  noted ; 
and  rapid  emaciation  and  extreme  prostration  are  also  pathogno- 
monic of  this  acute  variety  of  the  disease. 

The  nature  of  the  connexion  that  exists  in  these  cases  is  still 
theoretical.  Kleb's  view,  as  stated  by  Senator,  is  that  the  co- 
existence of  diabetes  mellitus  and  diseases  of  the  pancreas  depends 
upon  lesions  of  the  coeliac  plexus.  Either  the  disease  (cancer, 
formation  of  calculus,  and  inflammation  of  the  surrounding  tissue) 
starts  from  the  pancreas,  encroaches  upon  the  plexus,  and  gives 
rise  to  diabetes  by  destroying  its  ganglia,  or  else  the  coeliac  plexus 
is  first  affected,  and  in  consequence  thereof  circulatory  disturbances 
arise  in  the  territory  supplied  by  the  coeliac  artery,  which  lead  to 
degeneration  and  atrophy  of  the  pancreas.*1  Dr.  Shiugleton  Smith,6 
however,  has  made  numerous  observations  as  regards  the  condition 

a  New  York,  1877.     P.  219. 

b  Lond.  Med.  Record.     1877.     P.  513. 

c  Ibid.     1880.     P.  150. 

d  Ziemssen.     Loc.  cit.     P.  888. 

e  Brit.  Med.  Jour,     Vol.  I.,  p.  G57.     1883. 
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of  the  sympathetic  ganglia  in  diabetes  without  finding  any  uniform 
or  definite  change,  and  Dr.  Dickinson  has  generally  found  them  to 
be  healthy.*  In  Windle's  tables  they  were  normal  in  eight  out  of 
seventeen  cases,  and  the  changes  noted  in  two  other  of  the  cases 
appear  unimportant.  Dr.  Lauder  Bruntonb  after  stating  that  reflex 
inhibition  in  the  liver  may,  probably,  follow  irritation  of  the 
encephalon,  and  possibly,  also,  of  sympathetic  ganglia,  as  well  as 
of  the  roots,  trunk,  and  branches  of  cerebro-spinal  nerves,  says — 
"  There  is  another  possible  cause  of  increased  formation  of  sugar  in 
the  liver ;  and  that  is,  a  greater  proportion  of  diastatic  ferment  in 
it  or  in  the  blood  which  flows  through  it.  .  .  .  We  do  not 
know  whether  this  ferment  is  peculiar  to  the  blood  or  whether  it 
is  ptyalin  or  pancreatic  ferment  absorbed  from  the  intestines.  . 
The  increased  secretion  of  a  hypertrophied  pancreas  may  thus  not 
only  act  by  quickening  the  conversion  of  starch  into  sugar  in  the 
intestines,  but  by  increasing  the  transformation  of  glycogen  after 
its  absorption  into  the  blood.  But  atrophy  of  the  pancreas  (as  we 
have  seen)  is  quite  as  common  a  lesion  in  diabetes  as  hypertrophy ; 
and,  if  we  suppose,  as  is  usually  done,  that  the  only  function  of  the 
pancreas  is  that  of  forming  ferment,  it  is  difficult  to  explain  the 
occurrence  of  diabetes  under  these  conditions,  except  on  the  sup- 
position that  in  both  of  them  the  nerves  of  the  organ  are  irritated, 
and  cause  reflex  dilatation  of  the  vessels  of  the  liver  in  the  same 
way  that  irritation  of  the  liver  itself  does.  But  if  we  suppose  that 
the  pancreas  not  only  forms  ferment,  but  also  excretes  ferment 
already  circulating  in  the  blood,  in  much  the  same  way  as  the  liver 
both  forms  and  excretes  bile,  we  at  once  see  that  the  diastatic 
ferment  which  Hiifner  supposes  to  be  found  in  many  parts  of  the 
body  may  accumulate  in  the  blood,  because  the  pancreas  can  no 
longer  excrete  it,  and  thus  lead  to  diabetes."  Dr.  Lauder  Brunton, 
however,  confesses  that  this  explanation  will  seem  to  many  persons 
too  hypothetical,  and  that  of  irritation  of  the  pancreatic  nerves  and 
reflex  dilatation  of  the  hepatic  vessels  will  appear  more  probable. 
With  regard  to  the  special  nature  of  the  pancreatic  lesion  in  my 

a  Brit.  Med.  Jour.     Vol.  I.,  p.  864. 
»  Ibid.     Vol.  L,  p.  864.     1874. 
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case,  I  shall  only  remark  that  I  have  met  with  reports  of  several 
cases  in  which  cancer  of  the  pancreas  has  been  observed.  M. 
Ancelet,  in  his  Etudes  sur  les  Maladies  du  Pancreas?  has  collected 
195  observations  of  this  kind.  The  disease  is  sometimes  primary, 
sometimes  secondary,  and  either  the  whole  or  a  part  of  the  gland 
may  be  engaged.  Carcinoma,  according  to  Orth,b  is  the  most 
common  form  of  morbid  new  growth  in  the  pancreas.  "  In  its 
primary  form  it  usually  takes  the  form  of  hard,  fibrous  nodules 
scattered  throughout  the  organ,  or  else  of  a  uniform  scirrhous 
enlargement;  more  rarely  colloid  cancer  and  cylindrical-celled 
epithelial  cancer  have  been  observed.  Colloid  cancer  when  it  occurs 
involves  nearly  the  whole  of  the  organ." c  Under  the  name  of 
adeno-sarcoma  Dr.  Norman  Moore  d  has  described  a  form  of  a  new 
growth  in  the  pancreas,  which  appears  not  to  have  been  previously 
met  with. 

A  remarkable  fact  brought  out  by  Dr.  Stephen  Mackenzie  in 
the  discussion  on  the  pathology  of  diabetes,  at  the  last  annual 
meeting  of  the  British  Medical  Association, e  was  that  all  his  cases 
with  one  exception  dying  at  or  below  the  age  of  twenty-five  years 
died  of  coma ;  and  that  the  rapid  course  of  the  disease,  which  as  a 
rule  is  equivalent  to  its  severity,  favours  the  occurrence  of  coma. 
He  also  drew  attention  to  a  circumstance  which  he  believes  to  be 
of  important  prognostic  significance  as  influencing  the  occurrence 
of  coma,  and  that  is,  freedom  from,  or  only  slightly  developed, 
affection  of  the  lungs.     My  case  bears  out  both  these  observations. f 

From  a  consideration  of  the  case  I  have  brought  forward  and  of 
other  similar  ones  I  have  noted,  it  may,  I  think,  be  reasonably 
inferred  that  there  is  a  peculiar  form  of  diabetes  of  an  acute  type, 
most  common  in  young  subjects,  in  which  the  initial  symptoms 
come  on  with  marked  brusqueness,  and  in  which  suddenly  occurring 
intestinal  symptoms  usher  in  the  fatal  coma  or  collapse  which  is 

'  Quoted  by  Molliere.     Diet,  de  Me"d.  &c.    Loc.  cit. 

b  Diagnosis  in  Pathological  Anatomy.     P.  335. 

c  Trans.  New  York  Path.  Soc.     Vol.  II.,  p.  219. 

d  St.  Bartholomew's  Reports.     Loc.  cit. 

e  Brit.  Med.  Jour.     Vol.  I.,  p.  655.     1883. 

f  Vide  also  Lindsay.     Dubl.  Jour.  Med.  Sci.,  Oct.,  1883. 
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the  usual  mode  of  death  characteristic  of  these  cases,  and  that  in 
this  form  of  the  disease  especially  are  morbid  lesions  of  the  pancreas 
likely  to  be  met  with.  The  nature  of  the  connexion,  if  any  such 
exists,  between  pancreatic  disease  and  diabetes  remains,  however, 
still  as  vague  and  undetermined  as  the  pathology  of  glycosuria 
itself. 


ON  SOME    MICROSCOPICAL    SECTIONS    FROM 
TWO  CASES  OF  DIABETES  MELLITUS. 

By  P.  S.  ABRAHAM,  M.A.,  B.Sc,  F.R.C.S. ; 

Member  of  Court  of  Examiners,  and  Curator  of  the  Museum, 
Royal  College  of  Surgeons  in  Ireland. 

[Read  in  the  Pathological  Section,  February  29,  1884.] 

As  the  result  of  the  interesting  and  important  discussion  on 
diabetes  mellitus,  which  took  place  last  year  at  the  Pathological 
Society  of  London,  we  may  consider  that  at  the  present  time  we 
really  know  very  little  about  the  true  pathology  of  that  disease. 
Although  nearly  every  organ  of  the  body  has  been  in  various  cases 
and  at  different  times  found  in  a  diseased  condition,  no  definite  or 
fundamental  lesion  has  been  demonstrated  to  exist  in  all  cases. 
Without  alluding  to  the  numerous  other  chemical  and  pathological 
theories  which  have  been,  from  time  to  time,  put  forward,  it  may 
be  remarked  that  since  Claude  Bernard's  historic  discovery  of 
glycosuria  following  injury  to  the  floor  of  the  fourth  ventricle,  and 
in  consequence  of  the  frequent  termination  of  diabetes  mellitus  by 
coma,  observers  have  been  naturally  led  in  recent  years  to  a  minute 
examination  of  the  nervous  centres.  Dr.  Dickinson,  indeed,  and 
some  others  consider  that  they  have  found  in  connexion  with  the 
blood-vessels  of  the  medulla  and  pons  abnormal  appearances  enough 
to  account  for  the  functional  perversion. 

I  have  recently  had  the  opportunity  of  examining  certain  of  the 
nervous  structures  in  two  cases  of  diabetes,  and  although  I  cannot 
now  pretend  to  throw  much  light  upon  the  subject,  it  seemed  to  me 
that  a  demonstration  of  the  sections  which  I  have  prepared  might 
at  least  prove  interesting  to  the  members  of  the  Pathological  Section 
of  the  Academy  of  Medicine. 
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The  first  case  was  under  the  care  of  Surgeon  Kelsall,  A.M.D., 
who  forwarded  to  me  the  cerebellum,  pons,  medulla,  and  a  small 
part  of  the  cervical  cord,  together  with  the  following  note: — 
"  Sergeant  J.,  2nd  York  and  Lancaster  Regiment,  admitted  on  3rd 
January,  1882,  with  diabetes  mellitus.  Quantity  of  urine  passed 
daily,  between  300  and  400  oz. ;  sp.  gr.  between  1024  and  1036. 
Died  20th  April,  1882.  Post  mortem,  six  hours  after  death. — Liver 
fatty,  5  lbs.  9  oz. ;  kidneys  large  and  white-coloured."  Surgeon 
Kelsall  was  shortly  afterwards  ordered  abroad,  and  I  have  not  been 
able  to  obtain  further  details  of  the  case. 

The  parts  were  kept  in  Muller's  fluid  for  some  time,  and  subse- 
quently in  spirit.  The  sections  were  stained  with  picrocarmine  and 
hematoxylin,  and  were  mounted,  some  in  balsam,  others  in  glycerine. 

The  most  marked  appearances  which  present  themselves  in  all 
the  sections  are  numerous  masses,  resembling  the  so-called  "  corpora 
amylacea  "  and  "  colloid  bodies,"  which  are  interspersed  everywhere 
throughout  the  nervous  tissue.  They  are  of  all  sizes,  from  the  bulk 
of  a  leucocyte  to  masses  twenty  times  the  diameter,  and  the  largest 
of  all  are  evidently  made  up  by  the  coalescence  of  several.  They 
can  be  seen  to  occupy  spaces  amongst  the  neuroglia  fibres,  and  as 
they  have  increased  in  size  the  latter  have  become  bulged  or  pushed 
aside.  In  many  cases  the  proper  tissues  of  the  part  seem  to  have 
become  absorbed,  and  have  been  replaced  by  one  or  more  of  the 
masses.  Some  of  them  are  situated  near  to  the  blood-vessels, 
perhaps  in  the  lymphatic  channels ;  but  there  appears  to  be  no 
definite  or  constant  arrangement.  The  smaller  ones  have  generally 
taken  up  from  the  double  stain  a  beautiful  blue  tint ;  the  larger 
have  remained  uncoloured,  except  sometimes  around  the  circum- 
ference. The  former  are,  for  the  most  part,  globular  in  shape,  with 
a  more  or  less  distinct  boundary,  and  in  structure  they  are,  as  a 
rule,  absolutely  amorphous.  Occasionally,  however,  I  imagine  I 
can  make  out  a  condensation  in  some  parts  or  a  faint  nucleus.  The 
large  masses,  on  the  other  hand,  are  often  distinctly  granular,  and 
are  generally  more  or  less  botryoidal  in  form,  with  an  irregular 
boundary.  The  enveloping  tissue  is  sometimes  slightly  condensed 
and  more  darkly   stained  in  the    immediate   neighbourhood,   and 
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occasionally  there  is  here  an  increased  number  of  small  cell  elements. 
I  What  the  exact  nature  of  these  masses  may  be  I  am  at  a  loss  to 
I  say.  They  are  unaffected  by  alcohol  and  ether  and  dilute  KHO, 
i and  are  certainly  not  fat ;  they  are  more  probably  protoplasmic. 
The  text  books  give  but  little  information  on  the  subject ;  and  here, 
as  in  many  other  cases,  the  writers  differ.  In  his  "  Diseases  of  the 
[Nervous  System,"  Dr.  Ross,  speaking  of  "colloid  bodies,"  says  : — 
u  It  is  probable  that  these  bodies  may  be  the  results  of  post  mortem 
decomposition,  and  neither  they  nor  the  '  amyloid  corpuscles'  afford 
trustworthy  evidences  of  the  disease."  On  the  other  hand,  Heitz- 
mann,  in  his  recently-published  "  Microscopical  Morphology," 
states : — "  In  the  arachnoid  of  a  man  whose  brain,  crowded  with 
these  corpuscles,  was  in  the  condition  of  the  so-called  '  gray  atrophy,' 
I  could  trace  the  origin  of  these  from  medullary  elements  which 
had  arisen  in  the  fibrous  tissue  of  the  arachnoid  in  consequence 
evidently  of  a  slight  inflammatory  process."  The  appearances 
observed  in  my  sections  seem  to  me  to  point  rather  to  the  latter 
view — i.e.,  to  an  ante  mortem  origin.  But  whether  they  are  to  be 
considered  due  to  degenerative  changes,  or  to  a  new  deposit,  I  have 
but  little  evidence  to  offer.  As  will  be  seen  further  on,  I  have 
found  these  so-called  "  amylaceous  corpuscles "  in  the  pons  in  a 
second  instance  of  diabetes  mellitus,  and  Dr.  Shingleton  Smith  has 
recorded  their  occurrence  in  the  spinal  cord  of  another  case.  There 
is  no  reason,  however,  to  assume  that  they  have  any  especial  re- 
lation to  this  disease. 

With  regard  to  Dr.  Dickinson's  perivascular  enlargements,  the 
blood-vessels  of  these  sections  generally  show  a  well-defined  en- 
sheathing  lymph  channel.  In  some  cases  the  space  is  certainly 
exaggerated,  but  nearly  always  when  this  occurs  there  is  a  tear  in 
the  vicinity,  which  indicates  a  mechanical  alteration  of  the  histo- 
logical relations. 

The  second  case  from  which  sections  were  obtained  is  that  now 
brought  before  the  Academy  by  Dr.  Duffey.  The  organs  examined 
were  the  pons,  cerebellum,  pancreas,  mesenteric  gland,  liver 
kidney,  lung,  and  muscles  of  the  left  ventricle  of  the  heart.  The 
sections  were  treated  as  in  the  above  instances. 
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Pons  and  Cerebellum. — A  marked  turgescence  of  the  vessels  is 
the  first  thing  observable.  They  are  engorged  with  blood,  and  the 
lymph  spaces  around  them  are,  without  doubt,  considerably  widened. 
A  few  of  the  blue-stained  irregular  masses  are  to  be  seen  periphe- 
rally in  the  pons,  in  contiguity  to  the  blood-vessels.  None  are 
observable  in  the  cerebellum. 

Pancreas. — The  proper  substance  of  the  gland  is  quite  gone,  and 
nowhere  are  to  be  found  either  ducts  or  alveoli.  The  mass  is  made 
up  of  loose  connective-tissue  trabecular,  with  large  tracts  inter- 
vening. These  meshes  contain  groups  of  large,  irregular,  nucleated 
cells,  interspersed  with  smaller  cells  and  nuclei.  The  latter  are 
often  crowded  together,  appearing  like  lymphoid  tissue,  among  the 
fibres  of  the  trabecular.  There  can  be  little  doubt  as  to  the  carcino- 
matous nature  of  the  growth. 

Mesenteric  Gland. — Scattered  amongst  the  lymphoid  tissue  are 
the  same  large,  irregular,  nucleated  cells,  singly  or  in  masses. 

Liver. — The  liver  cells  are  comparatively  small,  and  the  inter- 
cellular spaces  large.  In  places  there  seems  an  inflammatory 
increase  of  connective-tissue. 

Kidney. — There  is  great  hypertrophy  of  the  intertubular  connec- 
tive-tissue, with  dense  inflammatory  infiltration,  and  some  fatty 
degeneration  in  parts.  The  tubular  epithelium  appears  for  the 
most  part  unhealthy — sometimes  broken  up,  and  often  with  the 
nuclei  not  taking  the  stain. 

Lung. — Portions  of  hepatised  patches  of  lung  were  examined. 
The  usual  appearances  of  pneumonia  are  present,  proliferating 
epithelium,  and  masses  of  round  cells  occluding  the  alveoli.  The 
blood-vessels  are  filled  with  blood-cells  or  with  coagula ;  but  there 
is  no  evidence  of  fatty  embolism. 

Heart  Muscle. — The  fibres  are  rather  granular,  but  without  fatty 
degeneration. 
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By  J.  MAGEE  FINNY,  M.D.,  Dubl. ;  F.K.Q.C.P. ; 

King's  Professor  of  Practice  of  Medicine  ;  Clinical  Physician  to  Sir  P.  Dun's 
Hospital,  Dublin. 

[Read  in  the  Pathological  Section,  February  29, 1884  ] 

The  following  are  the  notes  of  a  case  of  "  Idiopathic  Ansemia," 
from  which  the  viscera  (liver,  spleen,  kidneys,  stomach,  and  heart) 
I  now  exhibit  were  taken.  Although  I  freely  admit  that  this  case 
throws  no  additional  light  upon  the  obscure  pathology  of  the 
disease  than  what  we  already  know,  I  trust  the  interest  in  it  will 
not  be  lessened  on  that  account.  It  is  the  first  example  of  idio- 
pathic anasmia  which  has  been  presented  to  the  Academy  since  its 
formation,  and  no  record  of  any  similar  case  is  to  be  found  in  the 
Proceedings  of  the  old  Pathological  Society  of  Dublin. 

Case. — Mary  C,  a  nurse  by  occupation,  aged  forty-four,  widow, 
with  one  son,  aged  twenty,  was  admitted,  on  the  recommendation 
of  Dr.  J.  Knox  Denham,  into  Sir  Patrick  Dun's  Hospital,  under 
my  care,  on  Feb.  19,  1884,  in  a  state  of  extreme  pallor  and  pros- 
tration. 

Family  history. — Her  father  died  at  the  age  of  twenty-eight  of 
intemperate  habits,  her  mother  at  the  age  of  seventy  years. 

Personal  medical  history. — She  enjoyed  fair  health  always. 
Eighteen  years  ago  she  suffered  a  great  shock,  due  to  the  death 
of  her  husband  by  drowning.  Two  years  and  a  half  ago  she  was 
treated  in  this  hospital  by  Dr.  William  Moore,  for  an  attack  of 
jaundice.  Since  then  she  has  never  been  quite  strong,  although 
able  to  discharge  her  duties  as  a  monthly  nurse,  and  has  never 
been  laid  up  with  any  sickness  till  now.  Menstruation  had  ceased 
quietly  about  a  year  ago.  There  is  no  history  of  the  loss  of  blood 
from  any  of  the  mucous  membranes,  nor  of  black  stools. 

Present  illness. — On  the  9th  of  January  last  she  was  attacked 
with  shivering  and  chills,  her  stomach  became  sick,  and  she  dis- 

2    D 


418  Idiopathic  Ancemia  of  Addison. 

charged  a  greenish  matter.  Since  then  her  chief  complaints  are 
debility,  inability  to  take  solid  food,  or  even  retain  much  fluid 
food,  great  shortness  of  breath,  and  the  waxy  yellow  tint  of  her 
skin. 

State  on  admission. — The  skin  is  remarkably  pallid,  with  a  yel- 
lowish tinge,  and  dotted  over  the  trunk  and  extremities  (upper  and 
lower)  with  purpuric  spots,  more  or  less  circular,  and  measuring 
from  one  to  three  lines  in  diameter.  The  mammae  are  flaccid  and 
the  areolae  of  a  natural  colour,  and  there  appears  to  be  a  complete 
absence  of  discolorations  or  pigmentary  deposits  everywhere,  in- 
cluding the  mucous  membrane  of  the  mouth.  With  the  exception 
of  the  hands  and  face  the  whole  body  is  fairly  nourished,  and 
covered  with  fat.  The  ankles  were  stated  to  be  swollen  before 
admission,  but  they  are  not  swollen  now. 

The  Eyes. — The  conjunctivae  are  remarkably  white,  free  from  all 
jaundice.  The  pupils  respond  to  light  and  accommodation.  Owing 
to  her  weak  state  the  fundus  of  the  eyes  was  not  examined. 

The  Bones. — No  irregularity  or  tenderness  of  the  long  or  flat 
bones  could  be  detected. 

The  Glands. — No  enlargement  of  glands  anywhere. 

The  Alimentary  Canal. — The  tongue,  insides  of  the  lips,  and 
cheeks  are  blanched  and  pallid,  and  on  them  are  visible  a  few 
ecchymoses  of  minute  size.  The  tongue  is  dry  and  fissured,  chiefly 
transversely,  with  some  blood  caked  on  it.  The  lips  are  dry,  and 
similarly  covered  with  dried  blood.  This  seems  to  have  come 
from  the  fissures  in  her  tongue,  as  there  has  been  an  absence  of  all 
haemoptysis  or  haematemesis.  Thirst  is  a  prominent  symptom. 
The  stomach  is  irritable,  and  although  actual  vomiting  is  not 
present  it  was  stated  to  have  been  so  before  admission  to  hospital, 
and  fluids  alone  are  tolerated,  and  that  in  small  quantities  at  a 
time.  She  is,  however,  able  to  take  beef-tea,  milk,  eggs,  and  wine. 
The  bowels  are  costive,  and  the  abdomen  is  tympanitic,  though  not 
hard  and  resistant.  Pain  and  tenderness  on  pressure  over  the 
epigastrium  exist,  but  the  most  careful  examination  fails  to  detect 
any  cancerous  tumour  of  the  stomach,  or  any  enlargement  of  the 
liver  or  spleen. 

Respiratory  System. — There  is  a  total  absence  of  any  abnormal 
breath-sound,  or  of  any  interference  with  the  free  expansion  of 
the  lungs.  However,  the  breathing  is  short  and  hurried  on  any 
exertion,  and  she  cannot  breathe  easily  while  lying  on  the  right 
side — hence  her  attitude  is  either  dorsal  or  on  the  left  side. 
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The  Circulatory  System. — The  pulse  ranged  from  92  to  102,  and 
was  small  and  compressible.  Loud  venous  murmurs  are  audible 
in  the  neck.  Faintness  and  panting  breathing  follow  the  effort  to 
sit  up  or  any  sudden  movement.  The  heart's  impulse  is  in  the 
normal  position ;  the  area  of  cardiac  dulness  is  somewhat  less  than 
normal ;  there  is  no  thrill  on  palpation ;  a  soft  systolic  murmur, 
probably  h«mic  in  nature,  is  audible  at  the  apex  and  carried 
slightly  into  the  axilla.. 

The  urine  when  examined  on  the  22nd  was  acid,  of  sp.  gr. 
1,017,  free  from  albumen  and  sugar  and  all  deposit.  The  colour, 
which  was  deeper  than  might  have  been  expected,  became  darker 
and  more  pronounced  on  the  addition  of  nitric  acid. 

Her  temperature  was  subfebrile,  viz. : — 

Feb.  21st. — Evening — Temperature,  101-4°;  pulser  92. 

22nd. — Morning — Temperature,  100-4°;  pulse,  96.  Evening- 
Temperature,  100*6° ;  pulse,  94. 

23rd. — Morning — Temperature,  97*8°;  pulse,  92.  Evening — 
Temperature,  100-4°;  pulse,  112. 

24th. — Morning — Temperature,  99°  ;  pulse,  104.  Evening — 
Temperature,  99*2° ;  pulse,  120. 

25th. — Morning — Temperature,  100°;  pulse,  112. 

During  the  few  days  of  her  life  in  hospital  the  prostration 
became  more  marked,  and  she  was  unable  to  move  or  turn  without 
assistance;  Her  sleep  was  very  broken,  and  she  suffered  a  good 
deal  from  the  clammy  mucus,  often  tinged  with  blood,  which  accu- 
mulated in  her  mouth,  and  which  seemed  to  give  rise  to  a  short 
coughs 

Treatment  consisted  in  nutritious  food  and  stimulating  tonics ; 
but  the  patient  never  really  rallied,  and  died  of  asthenia  on  25th. 

Post  mortem  examination  made  nine  hours  after  death.  The 
thorax  and  abdomen  were  the  only  cavities  opened. 

The  skin  was  of  the  same  straw-yellow  colour  noticed  during 
life ;  the  sclerotics  of  a  pearly  white.  Rigor  mortis  was  but  little 
marked,  and  there  was  an  absence  of  cadaveric  staining.  The 
abdominal  parietes  were  covered  with  half  an  inch  of  yellow  fat, 
and  there  was  but  slight  emaciation  of  the  extremities. 

The  lungs  were  pale,  but  free  from  morbid  changes. 

The  heart  was  normal  in  size,  with  some  yellow  fat  on  its  sur- 
face. Its  muscular  tissue  was  far  advanced  in  interstitial  fatty 
degeneration,  and  the  internal  surface  of  the  left  ventricle,  and 
especially  the  musculi  papillares,  presented  a  typical  example  of 
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the  striated  or  zigzag  appearance  to  which  the  name  of  "tabby 
mottling  "  has  been  applied  by  Dr.  Quain.  This  condition  of  the 
heart  was  not  unnoticed  by  Addison,  and  is  the  most  constant 
anatomical  condition  in  idiopathic  anaemia — so  much  so  that  some 
observers  doubt  the  existence  of  the  disease  in  the  absence  of  this 
pathological  change.  The  valves  of  the  heart  were  healthy.  A 
large,  soft,  pale  clot  occupied  the  right  auricle ;  and  some  fluid 
thin  blood  was  removed  from  the  vena  cava  for  microscopical 
examination. 

The  liver  was  somewhat  enlarged  and  dotted  over  with  small, 
yellow- white  bodies  the  size  of  hempseed,  which  were  also  found 
deep  in  its  structure.  They  were  unaccompanied  by  any  surround- 
ing change,  and  looked  like  a  number  of  minute  emboli  or  lymphatic 
growths.  Their  nature  was,  however,  proved  to  be  granular,  and 
as  if  composed  of  the  debris  of  a  caseous  degeneration.  It  is  very 
probable  that  they  were  embolic  in  nature,  and  derived  from  the 
spleen.  This  organ  was  a  little  larger  and  firmer  than  normal,  and 
otherwise  healthy,  except  that  at  its  upper  end  was  found  a  nodule 
the  size  of  a  small  marble,  which,  while  firm  on  its  outside,  was 
undergoing  caseous  degeneration  in  its  centre,  and  presented  all 
the  characters  of  a  scrofulous  tumour  in  a  state  of  caseation. 

The  kidneys  and  suprarenal  bodies  were  apparently  healthy,  and 
no  structural  change  could  be  discovered  in  the  stomach  or  intes- 
tinal canal  beyond  a  congested  condition  of  the  stomach  near  the 
pylorus.  The  duodenum  was  free  from  all  parasites.  The  pancreas 
appeared  to  be  healthy.  One  ovary  was  slightly  cystic,  but  there 
was  a  total  absence  of  any  cancerous  disease,  or  lymphatic  hyper- 
plasia in  any  of  the  parts  of  the  body  examined. 

The  brain  was  not  examined,  nor  were  the  long  bones  laid  open, 
nor  the  fundus  oculi  exposed  ;  for  while  changes  have  been  noticed 
in  the  marrow  of  the  bones,  and  haemorrhages  found  in  the  retinae, 
in  cases  of  idiopathic  anaemia,  their  presence  would  have  thrown 
no  light  upon  the  disease,  and  been  but  another  evidence — of  what 
wc  had  already  had  ample  proof — of  the  effect  of  the  impoverished 
condition  of  the  blood  on  the  nutrition  of  the  body  and  the 
structure  of  the  arterioles. 

The  blood  removed  from  the  right  auricle  was  immediately 
placed  under  the  microscope,  and  found  to  present  many  of  the 
characters  supposed  to  be  peculiar  to  idiopathic  anaemia,  and 
which  I  have  pictured  in  my  paper  on  that  disease  in  the  British 
Medical  Journal,  January,  1880.     It  contained  fewer  red  corpuscles 
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than  normal — some  few  were  large  and  tailed,  and  many  were 
small,  while  there  was  no  increase  of  the  white  cells. 

Remarks. — A  careful  review  of  the  whole  case — its  life-history, 
clinical  features,  and  the  revelations  of  the  post  mortem  examination — 
leaves  no  doubt  on  my  mind  that  it  belonged  to  the  class  of  blood 
diseases  which  was  named  by  Addison  "  Idiopathic  Anaemia." 

At  first  sight  the  possibility  of  cancerous  disease  being  present 
suggested  itself,  but  the  absence  of  any  tumour  of  the  stomach, 
liver,  or  glands  excluded  the  idea.  In  like  manner,  by  exclusion, 
we  discarded,  as  the  essence  of  the  anaemic  condition  and  cachexia, 
splenic  and  lymphatic  leucocythaemia,  Hodgkin's  disease  (lympha- 
denoma),  scrofula,  chlorosis,  and  anaemia  due  to  morbus  Brightii, 
or  suprarenal  disease ;  and  it  was  only  after  all  other  possible  causes 
were  excluded  that  the  case  was  pronounced  one  of  "  idiopathic 
anaemia  " — an  opinion  which  could  only  be  arrived  at  after  several 
observations  had  been  taken  by  examination.  Owing  to  the 
patient's  weak  state  these  examinations  had  to  be  of  the  briefest 
nature. 

Among  the  symptoms,  excluding  those  of,  and  directly  due  to, 
anaemia,  to  which  particular  notice  may  be  directed,  is  the  occur- 
rence of  the  febrile  disturbance,  the  maintenance  of  adipose  tissue, 
and  the  condition  of  the  urine.  Although  by  no  means  peculiar 
to  idiopathic  anaemia,  pyrexia  of  intermittent  course,  and  of  unequal 
degree,  is  a  symptom  very  frequently  present. 

The  urine,  again,  has  been  noted  to  be  of  a  deep  clear  colour, 
and  to  become  more  pronounced  on  the  addition  of  nitric  acid. 
This  indicates,  probably,  a  destruction  of  the  haemoglobin  of  the 
blood,  and  by  this  feature  the  disease  is  distinguished  from  those 
in  which  the  blood-making  function  is  arrested  or  in  abeyance— 
e.g.,  phthisis,  starvation,  &c. 

Ecchymoses  have  been  observed  in  the  skin  in  some  few  cases, 
Dr.  Pye-Smitha  tabulates  but  seven  out  of  one  hundred  and  two 
cases,  and,  as  occurred  in  my  case,  the  bleeding  is  usually  but  slight 
and  punctiform. 

■  Report  on  a  Case  of  Idiopathic  Anasmia  of  Addison.  Guy's  Hosp.  Reports. 
Vol.  XXVI. 
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The  diagnosis  of  idiopathic  anaemia,  to  which  I  inclined  during 
her  life,  became  absolute  when  the  post  mortem  revealed  the  com- 
plete absence  of  any  organic  disease  which  could  be  deemed  adequate 
to  produce  such  a  profound  state  of  bloodlessness  and  debility. 
The  morbid  anatomy  of  this  variety  of  anaemia  may  be  simply 
stated  to  be  either  of  an  entirely  negative  character,  or  else  that 
consequent  on  the  anaemia  ;  since  to  this  latter  category  belong  the 
punctiform  haemorrhages  on  the  skin,  the  mucous  membrane  of  the 
mouth  or  stomach,  and  on  the  retina ;  the  changes  noticed  in  the 
marrow  of  the  long  bones,  and  the  tabby  mottling  of  the  muscular 
structure  of  the  heart. 


TWO    EXAMPLES    OF    RECENT    COLLES' 
FRACTURE. 

By  E.  H.  BENNETT,  M.D.,  F.R.C.S. ; 

Surgeon  to  Sir  P.  Dun's  Hospital ;  Professor  of  Surgery,  Trinity  College. 

[Read  in  the  Pathological  Section,  March  28,  1884.] 

In  1879  I  published  the  opinions  which  I  had  formed  with  regard 
to  fractures  of  the  lower  end  of  the  radius,  and  exhibited  before  the 
British  Medical  Association,  in  support  of  my  views,  a  collection  of 
these  injuries,  consisting  of  sixty-two  specimens,  of  which  fifty-four 
were  examples  of  Colles'  fracture.  I  have  since  published,  in  the 
last  volume  of  the  "  Transactions  of  the  Pathological  Society,"  an 
account  of  two  dissections  of  recent  Colles'  fractures,  in  which  the 
lower  fragments  of  the  broken  radii  were  comminuted,  the  lines  of 
the  fractures  dividing  the  inferior  articular  surfaces  being  in  these 
two  alike,  and  similar  to  those  present  in  no  less  than  twenty-two 
of  the  twenty-three  specimens  exhibiting  comminution  in  the  col- 
lection I  have  referred  to. 

I  have,  in  the  last  few  years,  added  many  specimens  to  our 
collection,  without  as  yet  seeing  any  which  should  lead  me  to 
modify  the  statements  I  have  published. 

One  of  these  is  that  we  have  ample  proof  that  the  simple  trans- 
verse fracture  without  impaction,  the  impacted,  and  the  fracture 
par  ecrasement  with  a  shattered  lower  fragment,  are  all  possibilities. 

The  comminuted  fractures,  even  their  extremest  form,  the  fracture 
with  complete  smashing  of  the  lower  fragment,  present  the  remark- 
able constancy  in  their  details  which  I  have  already  stated,  and 
lead  us  fairly  to  infer  that  their  cause  is  constant. 

In  other  words,  there  appears  then  sufficient  ground  for  the 
assertion  that  the  mode  of  comminution  is  constant,  and  that  it 
results  from  the  impaction  of  the  upper  into  the  lower  fragment, 
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taking  effect  first  and  chiefly  on  the  side  of  the  fragment  next  the 
ulna. 

Everyone  knows  that  the  dissections  of  recent  Colles'  fractures 
have  been  made  almost  exclusively  in  cases  of  very  severe  injury, 
in  which  the  damage  done  to  vital  organs  has  caused  death.  Hence 
it  followed  that  for  so  long  a  time  doubts  have  been  held  as  to  the 
characters  of  the  fracture  caused  under  the  ordinary  and  less  violent 
circumstances,  and  successive  writers  have  held  the  simple  fracture, 
or  the  impacted  fracture,  to  be  the  type,  each  to  the  exclusion  of 
the  other.  I  have  shown,  I  think,  that  between  these  opposing 
views  the  truth  lies. 

We  rarely  see  the  recent  simple  fracture  with  unbroken  lower 
fragment  in  dissection.  The  remarkable  specimen  contained  in  the 
Museum  of  the  Royal  College  of  Surgeons,  quoted  first  of  all  his 
examples  by  Professor  Smith,  is  such,  and  I  think  largely  deter- 
mined the  very  positive  position  he  took  in  the  controversy  about 
this  injury.  It  was  caused  by  exceptional  force,  a  fall  from  a 
window,  which  at  the  same  time  caused  fatal  injury  to  the  head. 
I  am  fortunate  in  being  able  to  show  to-night  an  injury  like  it  in 
the  essential  point,  the  unbroken  lower  fragment.  If  impaction  may 
be  absent  in  the  case  of  fractures  caused  by  great  violence,  a  fortiori 
it  may  be  absent  in  those  resulting  from  lesser  force,  and  so,  on 
this  ground  only,  in  ordinary  cases,  the  possibility  of  simple  fracture 
without  impaction  may  be  admitted,  although  we  may  go  many  a 
day  before  we  get  the  opportunity  to  dissect  such  in  its  recent  state. 

I  have  to  thank  my  friend,  Sir  William  Miller,  of  Derry,  for  my 
first  specimen.  It  is  the  forearm  and  hand  of  a  sailor  who,  whilst 
at  sea,  was  setting  the  sail  on  the  main  topsail  yard,  and  losing  his 
balance,  fell  to  the  deck  with  such  force  that  he  made  an  indenta- 
tion in  it.  He  was  twenty-two  years  of  age.  He  was  brought 
into  Derry  Infirmary,  on  the  evening  of  the  second  day  after  the 
injury,  insensible,  and  died,  without  rallying,  on  the  following 
night.  He  had  fractures  of  the  skull,  with  intra-  and  extra-cranial 
haemorrhage,  and  also  compound  fracture  of  the  thigh.  A  wound 
existed  near  the  wrist  of  the  injured  arm,  on  its  ulnar  border,  but 
the  bone  was  not  protruding. 


By  Dr.  E.  H.  Bennett.  425 

The  dissection  shows  that  the  ulna  was  in  all  probability  pro- 
truded at  the  time  of  the  injury,  for  the  skin  wound  corresponds  to 
its  lower  end  in  position  and  size,  and  the  connexions  of  the  bone  to 
the  carpus  and  to  the  lower  extremity  of  the  radius — the  sacciform 
ligament  and  the  attachment  of  the  lateral  ligament  of  the  wrist 
with  the  ulnar  styloid  are  torn  off.  The  lower  radial  fragment  is 
carried  backwards  with  the  carpus,  constituting  the  injury  a  Colles' 
fracture  with  complete  displacement  backwards  of  the  lower 
fragment.  The  periosteum  of  the  radius  is  unbroken  posteriorly, 
and  is  stripped  off  the  lower  end  of  the  upper  fragment  for  a  distance 
sufficient  to  admit  the  displacement  of  the  latter  backwards — an 
arrangement  which  has  recently  been  described  in  great  detail  by 
Dr.  Pilcher.  The  position  of  the  lower  end  of  the  upper  fragment 
of  the  radius  is  preserved  in  the  specimen  as  it  was,  fixed  among 
the  anterior  muscles ;  resting  just  beside  the  median  nerve,  thrust 
through  the  fibres  to  the  skin,  it  remained  tight  set  among  them, 
its  lower  extremity  being  slightly  crushed.  Opening  the  wrist- 
joint  we  see  the  articular  surface  of  the  radius  entire,  with  the 
sacciform  ligament  retaining  its  normal  relation  to  it — no  splinter- 
ing or  comminution  of  the  fragment  exists. 

The  second  specimen  presents  the  comminuted  condition.  It 
unfortunately  is  less  complete  than  the  first,  for  only  the  broken 
bone  at  the  wrist  could  be  obtained  by  my  friend,  Surgeon  Jencken, 
A.M.D.,  who  has  sent  it  to  me  from  Egypt. 

He  writes  from  Abbasseyeh,  near  Cairo  : — "  I  have  been  lucky 
enough  to  obtain  a  specimen  of  a  recent  Colles'  fracture,  non- 
impacted,  which  occurred  in  a  gunner  here  who  fell  out  of  a 
window  and  ruptured  his  bladder,  diaphragm,  and  great  gut — the 
stomach,  great  omentum,  and  colon  having  been  found  after  death 
lying  in  front  of  the  collapsed  left  lung,  the  pericardium  and  heart 
having  been  displaced  to  the  right  side.  There  was  crepitus  during 
life,  and  reduction  was  easy.  I  could  only  obtain  the  bones  within 
a  couple  of  inches  of  the  seat  of  fracture,  but  quite  enough  to  study 
the  pathology." 

In  this  specimen  the  lower  fragment  is  broken  in  pieces,  but 
when  these  are  adjusted   the  familiar   form  of   fracture  of  the 
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carpal  surface  of  the  radius  to  which  I  have  referred  above  again 
appears;  a  line  of  fracture  starting  in  the  centre  of  the  ulnar 
facette  passes  into  the  carpal  surface  and  runs  into  the  grooves  of 
the  extensor  tendons  posteriorly,  and  also  forwards,  to  the  anterior 
surface.  I  need  not  re-state  the  argument  that  I  have  advanced  to 
prove  that  these  constant  lines  of  fracture  result  from  the  penetra- 
tion of  the  upper  fragment  into  the  lower,  which  condition,  in 
injuries  acting  with  moderate  force,  may  remain  as  one  of  perma- 
nent impaction,  or,  as  in  this  example,  may  result  in  a  complete 
shattering  of  the  lower  fragment. 

A  difference  in  the  directions  of  the  forces  which  produced  these 
two  specimens  must  have  existed. 

In  one  the  "cross-breaking  strain"  of  Gordon  predominated;  in 
the  other,  the  additional  factor — force  acting  in  the  axis  of  the 
bones  of  the  forearm — combined  with  the  "  cross-breaking  strain," 
and  thrust  the  fragments  together,  so  that  the  lower  is  smashed  in 
pieces  and  the  upper  also  splintered. 

A  less  energetic  foree  results  in  the  reciprocal  impaction  of  the 
fragments,  which  persists  and  retains  the  fragments  in  their  new 
relations. 


•  •       •      •/•  * 


I 


I® 


>     ^   * 


*       *  M 


©3   ; &J 


1         /»;*e®fE#  ®<*©  ,>®5 


-  ®  ^  > 


1       ^Ji*^^09^^ 


art::*'.  ••"»?.•.•.' 


i5»a  -    ® 


e®f 


SECTIONS  OF  MAMMARY  TUMOUR. 
By  H.  MACNAUGHTON  JONES,  M.D.,  F.R.C.S.L  &Ed. 

[Head  in  the  Pathological  Section,  March  28,  1884.] 

The  tumour,  sections  of  which  were  exhibited,  was  removed  from 
a  patient  aged  forty-four.  It  had  first  made  its  appearance  in  the 
year  1877.  It  gradually  increased  in  size  and  never  gave  any 
uneasiness  to  the  patient  until  within  the  past  few  months.  Of  late 
it  commenced  to  grow  rapidly,  and  now  there  was  occasional  pain. 
The  general  health  was  otherwise  good.  The  tumour  was  hard 
and  tabulated.  There  was  slight  retraction  of  the  nipple.  One  or 
two  axillary  glands  were  enlarged.  The  entire  breast,  with  the 
affected  axillary  glands,  was  removed.  The  diagnosis  was  uncertain 
before  operation  as  to  the  nature  of  the  tumour.  The  sections, 
well  shown  on  the  drawing,  appeared  rather  to  confirm  the  view 
that  the  tumour  was  originally  of  an  adeno-sarcomatous  nature, 
and  not,  as  was  thought,  scirrhus.  The  cystic  type  was  well  seen. 
The  complex  character  of  the  tumour  rendered  its  histological 
differentiation  difficult.  The  cells  filling  the  tubercles  and  saccules 
were  very  small  and  were  not  heterologous.  All  preserved  the 
regular  circular  outline.  The  termination  of  a  duct  crowded  with 
cells  was  well  seen  in  drawing  No.  1.  In  parts  the  tumour  had 
the  appearance  of  a  fasiculated  sarcoma  or  fibroma.  The  tumour 
was  removed  early  in  August,  1883,  antiseptically.  The  wound 
healed  without  the  formation  of  pus,  and  the  patient  was  going  on 
well.  The  painless  nature  of  the  growth  and  the  very  slow  progress 
were  against  the  supposition  of  carcinoma,  but  the  microscopical 
appearances  when  the  tumour  was  cut  into  were  in  favour  of 
scirrhus.     The  sections  were  made  by  Mr.  George  Walton. 

[The  lady  is  at  this  date,  July,  1884,  in  good  health,  and  there 
is  no  sign  of  any  return  of  the  growth. — H.  M.  J.] 
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The  seeds  of  the  alms  precatorius  (nat.  fam.  Leguminosa?),  known 
in  these  countries  as  "  prayer  beads,"  have  been  lately  introduced  as 
therapeutic  agents  under  the  native  Brazilian  name  of  "  jequirity." 

Since  Wecker,  in  the  Annates  d 'Oculistique  of  July- August,  1882, 
made  known  to  ophthalmic  surgeons  in  Europe  what  had  long  been 
known  to  the  natives  of  Brazil,  this  drug  has  attracted  the  attention 
of  ophthalmologists  in  all  parts  of  the  world. 

If  the  seeds  are  macerated  in  water  for  a  day  or  two,  then  ground 
and  crushed,  and  an  infusion  made  and  applied  to  the  conjunctiva  of 
the  eyelids,  it  will  produce  no  immediate  result,  but  in  from  four  to 
six  hours  a  feeling  of  heat  and  tingling  in  the  eyelids  begins.  In 
about  twelve  hours  the  lids  have  become  markedly  swollen,  and,  if 
they  are  everted,  it  will  be  seen  that  a  fibrinous  exudation  is  form- 
ing on  the  conjunctiva.  This  continues  to  increase  in  thickness  up 
to  about  twenty-four  hours,  when  it  resembles  a  croupous  membrane. 
It  can  be  readily  raised  off  the  conjunctiva,  to  which  it  is  not  firmly 
adherent.  The  conjunctiva  under  it  is  not  bleeding,  but  rather 
pale  and  succulent. 

The  membrane,  if  removed,  will  reform  for  a  variable  length  of 
time,  generally  about  two  days,  after  which  the  inflammation  sub- 
sides rapidly. 

During  the  first  twenty-four  hours  the  patient  complains  of  con- 
siderable discomfort,  in  some  cases  amounting  to  intense  pain  in 
the  eyes,  headache,  sickness  of  stomach,  furred  tongue,  malaise,  and 
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general  feverishness,  with  a  considerable  rise  of  temperature  and 
pulse.  These  symptoms  subside  as  the  membrane  forms,  and  dis- 
appear with  its  separation. 

A  single  application  will  produce  a  comparatively  mild  attack ; 
repeated  applications,  at  short  intervals,  produce  a  more  severe 
attack ;  and  if  repeated  applications  are  made  on  consecutive  days, 
the  duration  of  the  attack  can  be  prolonged  for  weeks  with  the 
continuous  formation  of  fresh  membranes  on  the  conjunctiva,  accom- 
panied by  an  abundant  watery  purulent  discharge. 

The  strength  of  the  infusion  used  has  also  an  influence  on  the 
intensity  of  the  resulting  ophthalmia. 

If  the  applications  are  continued  for  a  certain  time — usually 
several  weeks — the  effect  gradually  diminishes  until  the  conjunctiva 
ceases  entirely  to  be  influenced  by  the  infusion.  After  a  variable 
period  of  rest  the  conjunctiva  will  again  respond  to  the  jequirity. 

If  the  eye  has  previously  suffered  from  granular  ophthalmia, 
especially  if  it  be  the  dry,  hard,  chronic  type  of  the  affection,  it  is 
found  that,  as  the  jequirity  inflammation  passes  off,  the  conjunctiva 
assumes  a  more  normal  appearance  than  before,  and,  after  a  certain 
number  of  applications,  the  granular  ophthalmia  has  disappeared. 

To  obtain  this  result  in  cases  of  old-standing  ophthalmia  several 
months  are  usually  required.  It  was  to  supersede  the  old  and 
dangerous  method  of  treatment  by  inoculation  with  gonorrhoeal  pus 
that  jequirity  was  first  put  forward.  Since  then  its  sphere  of  action 
has  been  greatly  enlarged. 

What  is  it  in  jequirity  that  produces  this  remarkable  diphtheroid 
ophthalmia  ?  To  answer  this  question  Sattlera  instituted  a  series 
of  experiments.  He  found  in  the  infusion  a  large,  freely  moving, 
jointed,  rod-shaped  bacillus,  which  developed  in  great  quantities, 
giving  the  liquid  a  dark,  dirty,  yellowish-green  colour.  To  the 
presence  of  this  bacillus  he  ascribed  the  potency  of  the  drug.  He 
found  that  if  he  destroyed  the  bacillus  the  effectiveness  of  the  drug 
was  also  destroyed,  and  if  he  applied  a  pure  cultivation  of  these 
bacilli  he  produced  the  characteristic  results. 

The  spore  producing  the  bacillus  was,  he  considered,  a  very 
a  Klinische  Monatsblatter.     Mai,  1883. 
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common  serial  microbe  to  be  found  everywhere  in  abundance,  but 
(as  had  been  observed  in  other  similar  cases)  its  noxious  properties 
were  only  developed  when  it  was  cultivated  on  a  special  substance — 
jequirity  infusion  being,  in  this  case,  the  one.  The  fact  that 
ophthalmia  was  produced  by  the  application  of  an  infusion  free 
from  bacilli  he  accounted  for  by  the  ubiquity  of  the  spores,  some  of 
which  were  sure  to  be  on  the  conjunctiva  itself. 

This  view  of  the  bacillary  nature  of  jequirity  ophthalmia  seemed 
to  be  everywhere  accepted ;  the  bacillus  was  easily  seen,  and  I  had 
the  honour  of  demonstrating  him  in  recent  and  in  stained  prepara- 
tions, at  a  meeting  of  the  Surgical  Section  of  this  Academy  at  the 
beginning  of  the  session.  The  theory  fitted  in  so  well  with  the 
micro-biological  tendency  of  modern  pathology  that  it  passed 
current  almost  without  inquiry ;  and,  as  Sattlera  had  previously 
stated  that  granular  ophthalmia  was  produced  by  the  presence  of 
a  small  round  micrococcus,  it  seemed  quite  natural  that  when  the 
more  vigorous  jequirity  bacillus  invaded  the  territory  of  the  easy- 
going and  feeble  micrococcus,  the  weakest  should  suffer ;  and,  by  the 
law  of  the  survival  of  the  fittest,  the  bacillus  should  reign  in  his 
stead.     Thus  the  granular  ophthalmia  was  cured. 

It  seemed  that  here,  if  anywhere,  was  the  royal  road  to  knowledge 
of  disease.  Through  study  of  the  jequirity  bacillus  the  germ  theory 
would  cease  to  be  an  enigma,  and  would  soon  be  placed  on  the 
shelf  amongst  the  other  established  facts  of  science,  no  longer  a 
mere  working  hypothesis,  but  an  indisputable  reality. 

Jequirity  ophthalmia  could  be  produced  at  will,  and  all  its 
phenomena  studied  at  leisure.  The  bacillus  was  large  and  easily 
cultivated,  and  took  kindly  to  the  staining  fluids.  Wishing,  there- 
fore, to  observe  somewhat  more  fully  the  nature  and  habits  of  this 
bacillus,  and  his  mode  of  development  in  the  conjunctival  sac,  I 
admitted,  in  January  last,  into  St.  Mark's  Hospital,  three  fresh 
cases  of  granular  ophthalmia,  and  into  each  of  their  eyes  I  introduced 
a  five  per  cent,  infusion  of  jequirity.  With  the  assistance  of 
Dr.  Keane,  the  House  Surgeon  at  St.  Mark's,  whose  energy  on  this 
occasion  I  must  here  gratefully  acknowledge,  I  obtained  specimens 
a  Ophthalmic  Review.    Vol.  I.,  p.  406. 
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of  the  discharge  and  of  the  membrane  formed  in  each  eye  at 
intervals  during  the  whole  attack.  The  total  number  of  slides 
prepared  and  stained  with  gentian  violet,  and  mounted  in  dammar, 
was  about  70.  On  examining  these  we  were  much  perplexed  and 
disappointed  to  find  that  not  a  single  bacillus  could  be  seen,  although 
the  jequirity  solution  which  caused  the  ophthalmia  was  swarming 
with  them.     Fearing  that  some  error  of  preparation,  or  want  of 

i  experience  in  such  matters,  had  been  the  cause  of  our  failure,  I 

i  brought   three   other    patients,   each   with    well-marked   jequirity 

:  ophthalmia,  in  different  stages,  to  Professor  Purser,  in  his  laboratory 
in  Trinity  College. 

From  these  he  kindly  made  several  preparations  both  of  the  dis- 
charge and  of  the  membrane,  but  he,  too,  obtained  only  negative 

!  results,  not  a  single  bacillus  being  found  in  any  of  the  prepara- 
tions. Subsequently  I  brought  other  patients  to  have  the  secretions 
examined,  but  ever  with  the  same  result.     We  therefore  concluded 

:  that  the  discharge  and  the  membrane  formed  in  jequirity  ophthalmia 

I  contained  no  bacilli. 

If  the  bacilli  caused  the  ophthalmia,  how  happened  it  that  none 

I  were  to  be  found  in  the  conjunctival  secretions  ?  This  suggested 
further  investigation.     "Was  the  discharge  infectious  ?     Masses  of 

|  the   membrane   and    discharge   formed   in    well-marked    cases  of 

:  jequirity  ophthalmia  were  introduced  into  the  conjunctival  sacs 
of  several  hitherto  untreated  cases  of  granular  ophthalmia.  Some 
eyes  were  bandaged  up  immediately  afterwards,  whilst  others 
were  left  uncovered.     In  no  case  was  there  the   least  trace  of 

>  jequirity  ophthalmia  produced  by  the  introduction  of  the  discharge. 

The  same  result  occurred  when  healthy  eyes  were  similarly  treated. 
i 
We  therefore  concluded  that  jequirity  ophthalmia  was  not  communi- 
cable, and  consequently  that  no  ill  result  was  likely  to  occur  if  such 
cases  were  allowed  to  remain  in  the  same  ward  with  others — a 
matter  of  very  considerable  practical  importance. 

It  seemed  necessary  to  investigate  under  what  conditions  the 
specific  ophthalmia  could  be  produced. 

Preparations  of  jequirity  were  made  in  various  ways,  and  it  was 
found  that  the  rather  elaborate  and  troublesome  directions  given  by 
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Wecker  were  entirely  unnecessary,  and  that  as  good  results  could 
be  obtained  from  a  freshly-prepared  infusion  made  by  grinding  the 
seeds  in  a  hand  coffee-mill  and  mixing  the  powder  with  cold  water 
as  by  the  original  method.  For  this  suggestion  as  to  grinding 
the  seeds,  &c,  I  am  indebted  to  Mr.  Winton,  our  Apothecary  at 
St.  Mark's.  An  infusion  so  made  is  free  from  bacilli,  and  will 
usually  not  show  them  until  after  thirty-six  hours — in  some  cases 
not  till  the  third  day. 

The  bacilli  then  increase  and  multiply  plentifully,  and  in  several 
preparations  which  I  examined  after  an  interval  of  six  weeks 
they  still  existed  in  great  abundance,  and  exhibited  undiminished 
activity  of  motion.  In  some  preparations,  apparently  made  in  the 
same  way,  and  treated  similarly,  the  bacilli,  after  a  week  or  ten  i 
days  of  activity,  apparently  died  and  sank  to  the  bottom  motionless. 

These  several  preparations  I  applied  to  various  eyes,  and  found 
that  in  each  case  an  ophthalmia  of  the  typical  kind  was  produced. 
I  then  dusted  some  dry,  very  finely  powdered  jequirity  on  to  the 
conjunctiva  of  an  everted  eyelid,  and  found  that  it  also  produced 
the  typical  ophthalmia,  and  in  as  short  a  time  as  did  the  infusion 
containing  the  bacilli  ready-grown. 

The  specimens  of  membrane  which  I  show  were  obtained  as  the 
result  of  a  single  application  of  a  jequirity  infusion  six  weeks  old. 
They  were  formed  on  three  successive  days,  and  exhibited  complete 
casts  of  the  conjunctiva  of  the  lids  and  globe  without  interruption 
at  the  fornix  conjunctiva?.  It  was  therefore  established  that  the 
special  ophthalmia — which  Sattler  considered  was  due  to  the 
presence  of  this  bacillus — could  be  equally  well  produced  by — 

1.  A  freshly  prepared  cold  infusion  made  from  the  ground-up 
seeds  without  previous  maceration  or  subsequent  filtration,  and  in 
which  no  bacilli  had  developed  ;  by — 

2.  The  same  after  bacilli  had  developed,  and  whilst  they  still 
retained  active  motion ;  by — 

3.  The  same  when  over  eight  weeks  old,  and  still  swarming 
with  an  innumerable  variety  of  micro-organisms  of  different  kinds ; 
by- 

4.  The  same  having  for  some  ten  days  contained  living  moving 
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bacilli,  subsequently  becoming   clear,   the   bacilli   falling   to   the 
bottom  motionless. 

5.  And  finally  by  jequirity  powder  itself,  freshly  ground,  in 
which  no  bacilli  existed. 

It  appeared,  therefore,  that  Sattler's  views  on  the  subject  required 
i  modification. 

Recently  Neisser  of  Breslau,a  Klein  of  London,13  Salomonsen  and 
i  Holmfeld  of  Copenhagan,c  have  published  the  results  of  their  in- 
vestigations regarding  the  nature  of  jequirity  ophthalmia.  These  all 
serve  to  confirm  the  idea  that  the  inflammation  excited  by  jequirity 
is  not  in  any  way  dependent  upon  the  presence  of  a  bacillus,  but 
that  the  active  principle  is  more  likely  a  non-particulate  vegetable 
substance,  possibly  a  ferment  like  pepsin,  which  is  soluble  in  water 
and  in  glycerine,  but  is  destructible  by  boiling.  They  further 
show  that  the  bacilli,  as  they  multiply,  tend  rather  to  diminish 
than  to  add  to  the  efficacy  of  the  preparation. 

These  investigators  also  failed  to  find  bacilli  or  their  spores  in 
the  conjunctival  discharges,  nor  could  they  produce  ophthalmia  by 
inoculation  with  them. 

Inoculation  with  jequirity  bacilli  cultivated  in  other  fluids  failed 
to  produce  the  ophthalmia,  whilst  jequirity  infusions  which  had 
been  sterilised  by  boiling  produced  the  bacilli,  but  failed  to  produce 
the  ophthalmia. 

It  would  be  quite  impossible  in  a  short  note  like  this  to  refer  to 
all  the  investigations  that  have  been  made,  but  the  experiments 
of  Cornil  and  Berlioz  should  not  be  omitted.  They  found  that 
when  jequirity  infusion  was  introduced  into  the  subcutaneous  tissue 
of  a  frog,  he  died  in  a  day  or  two,  his  blood  being  loaded  with 
jequirity  bacilli.  Rabbits  and  guinea-pigs  could  also  be  killed  by 
the  same,  but  required  proportionately  much  larger  doses. 

Salomonsen  and  Holmfeld  inoculated  the  conjunctiva  with  some 
infected  frog's  blood,  but  without  producing  the  ophthalmia.  In 
this  connexion  it  may  be  mentioned  that  in  some  countries  animals 

a  Centralblatt  f.  prakt.  Augenheilk.     Feb.,  1884.     P.  51. 

b  Centralblatt  f.  d.  Medicinischen  Wissensch.     Feb.  23rd,  1884 

c  Centralblatt  f.  prakt.  Augenheilk.     March,  1884.     P.  91. 

2  E 


434  Nature  of  Jequirity  Inflammations. 

are  feloniously  poisoned  (sui  poisoning)  by  shooting  them  with 
arrows  tipped  with  jequirity.  The  head  breaks  off,  remains  in  the 
animal,  and  produces  his  death.  The  bacillus  is,  therefore,  not  the 
cause  of  the  ophthalmia,  and  what  Sattler  regarded  as  an  essential 
seems  to  be  only  an  impurity  in  the  infusion,  and  the  true  nature  of 
jequirity  inflammation  has  still  to  be  discovered. 

Professor  Reynolds,  of  Trinity  College,  has  kindly  undertaken  to 
examine  the  seeds  with  a  view  to  the  extraction  of  an  active  principle 
or  alkaloid,  if  such  be  present. 

As  jequirity  had  shown  itself  so  useful  in  granular  ophthalmia, and, 
judging  that  its  beneficial  action  consisted  in  establishing  an  acute 
sthenic  inflammation  with  a  distinct  tendency  towards  recovery,  in 
tissues  occupied  by  an  asthenic  chronic  inflammation  with  no 
tendency  towards  recovery,  it  occurred  to  me  that  it  might  be 
equally  useful  in  the  treatment  of  callous  ulcers  of  the  leg,  &c. 
And  I  was  the  more  tempted  to  try  how  it  would  act  on  such  cases, 
as  ulcers  offered  a  much  better  field  for  investigating  the  nature  of 
this  inflammation  than  did  the  eye,  where  it  was  quite  impossible 
to  keep  the  parts  under  observation  free  from  external  influences. 

Through  the  kindness  of  Dr.  Joseph  Kenny  and  Dr.  Robert 
Kenny  I  was  able  to  try  the  effects  of  the  drug  on  a  number  of 
ulcers  in  the  North  Dublin  Union  Workhouse. 

"We  dusted  the  fine  powder  on  to  about  six  square  inches  of  the 
surface  of  a  large  vascular  ulcer,  and  covered  it  up  with  a  piece  of 
lint  soaked  in  carbolic  oil.  In  about  half  an  hour  a  slight  tingling 
sensation  occurred,  which  never  amounted  to  pain  ;  this  lasted  six 
or  eight  hours,  but  at  no  time  was  it  very  unpleasant. 

Next  day  the  whole  surface  of  the  ulcer  where  the  powder  had 
been  applied  was  a  whitish-grey  colour,  and  showed  no  tendency 
whatever  to  bleed,  nor  was  there  any  free  discharge  of  any  kind. 
The  surface  was  raised  about  half  an  inch  above  the  rest  of  the 
ulcer,  and  was  quite  painless  to  touch,  whilst  the  rest  of  the  ulcer 
remained  extremely  tender.  After  three  or  four  days  the  ulcer  had 
resumed  its  original  appearance,  and,  as  far  as  I  could  judge,  was 
certainly  not  worse  from  the  unwonted  stimulation. 

We  then  dusted  the  powder  on  a  number  of  callous  ulcers,  some 


By  Mr.  Arthur  H.  Benson.  435 

of  them  of  very  long  standing,  with  depressed  surfaces,  more  like 
wet  chamois  leather  than  anything  else.  Here,  too,  the  effect  was 
but  little  painful,  and  next  day  some  red  granulating  points  were 
visible  on  the  floor  of  the  ulcers. 

Dr.  Joseph  Kenny  has  kindly  furnished  me  with  the  following 
note  regarding  the  effect  produced  on  the  cases  above  mentioned, 
which,  with  your  permission,  I  shall  read  : — 

"  Five  cases  were  treated  with  jequirity  powder.  One  got  three 
applications,  two  got  two  applications,  and  the  remaining  two  got 
one  application. 

"Three  of  the  cases  were  flabby  ulcers,  requiring  stimulation, 
and  excellent  for  testing  the  effects. 

"  All  three  were  much  improved,  one  especially  so,  a  large,  deep 
ulcer  between  the  tendo-Achillis  and  the  internal  malleolus — this 
had  been  under  treatment  for  over  two  years,  with  but  slight 
improvement.     Subject  weak  and  anemic. 

"  One  of  the  remaining  two  cases  was  a  large  freely  granulating 
ulcer,  encircling  the  ankle,  and  not  at  all  a  typical  case  for  trial ; 
it  was.  however,  improved  by  one  application  on  part  of  the  ulcer. 

"  The  fifth  case  was  one  of  two  small  ulcers  on  a  leg  subject  to 
occasional  oedema  from  old-standing  heart  disease ;  the  edges  were 
inverted  and  devoid  of  healthy  action.  The  effect  of  the  jequirity 
was  to  cause  slight  spreading  of  the  ulcer  from  breaking  down  of 
its  edges — a  decided  advantage  in  such  a  case.  In  this  instance 
the  pellicle  was  not  at  all  as  well  marked  as  in  the  others. 

"The  jequirity  powder  does  not  appear  to  give  rise  to  any  free 
discharge,  purulent  or  otherwise,  but  simply  to  a  thick  furry  pellicle 
which  is  thrown  off  in  shreds  or  patches  in  the  course  of  from  thirty 
to  forty-eight  hours.  This  pellicle  is  easily  detached  as  a  whole 
once  the  process  of  separation  has  set  in." 

Having  thus  established  the  fact  that  jequirity  produced  an 
inflammation  on  an.  ulcerated  surface,  similar  in  characters  with 
that  of  the  conjunctiva,  Dr.  Lentaigne  and  I  are  now  engaged  in 
experimenting  on  the  effects  of  septic,  aseptic,  antiseptic,  and 
sterilised  infusions  and  powders,  and  hope,  by  working  on  ulcers 
instead  of  on  the  conjunctiva,  to  arrive  at  more  satisfactory  results 
as  to  the  nature  of  jequirity  inflammations. 

We  hope,  on  a  subsequent  occasion,  to  bring  our  results,  if  any, 
before  this  Section. 


ON  SCAPULOHUMERAL  DISLOCATION  IN 
THE  HORSE. 

By  P.  S.  ABRAHAM,  M.A.,  B.Sc,  F.R.C.S. ; 

Member  of  the  Court  of  Examiners,  and  Curator  of  the  Museum,  Royal 
College  of  Surgeons  in  Ireland. 

[Eead  in  the  Pathological  Section,  May  2,  1884.] 

Dislocations  of  the  shoulder  appear  to  be  amongst  the  most  rare 
accidents  to  which  the  horse  is  liable.  The  majority  of  writers  on 
veterinary  surgery  either  do  not  allude  to  such  a  lesion,  or,  if  they 
do,  they  dismiss  it  in  a  few  words  as  an  almost  impossible  occur- 
rence. Such  a  high  authority  as  Youat,  speaking  of  the  humerus 
of  the  horse,  says,  "  dislocation  can  scarcely  occur  in  either  of  the 
attachments  of  the  bone ;"  and  an  older  author,  Blaine,  maintains 
that  the  idea  of  dislocation  at  the  shoulder  in  the  horse  being 
possible,  "  is  founded  on  an  ignorance  of  the  anatomy  of  the 
animal."  From  the  absence  of  a  clavicle,  the  whole  shoulder 
girdle  is  so  movable,  the  articular  surfaces  of  the  humerus  espe- 
cially are  so  large,  and  the  two  bones  are  so  strongly  bound 
together  by  a  mass  of  great  tendons  and  muscles — notably  by  the 
huge  tendon  of  origin  of  the  flexor  brachii,  which  works  in  two 
large  and  deep  grooves  in  front  of  the  head  of  the  humerus — that 
it  really  is  difficult  to  understand,  a  priori,  how  a  scapulo-humeral 
luxation  can  take  place.  Professor  Williams,  in  his  work  on 
"  Veterinary  Surgery,"  relates  a  case,  witnessed  by  him  when  a 
youth,  which  he  thinks  must  have  been  a  dislocation  of  the 
shoulder : — "  A  horse  slipped  and  fell ;  when  he  arose,  one  fore- 
leg was  found  powerless,  pendulous,  shorter  than  its  fellow,  and 
bulging  outwards  at  the  shoulder- joint.  He  was  taken  to  a  stable, 
where  he  immediately  lay  down,  groaned  in  agony,  was  very 
restless,  and  unable  to  rise  to  his  feet.  A  practitioner,  who  was 
sent   for,   pronounced   the   shoulder   to   be   out ;  he  secured  the 
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animal's  other  legs  by  means  of  hobbles,  applied  ropes  to  the  lame 
limb  above  the  knee  and  at  the  pastern,  and  had  several  men  to 
pull  steadily  at  the  ropes  to  cause  extension.  When  all  was 
ready  he  slipped  his  boots  off,  and  suddenly  jumped  with  force  on 
the  damaged  joint,  which  immediately  gave  a  kind  of  crack,  and 
the  bulging  suddenly  disappeared.  The  ropes  and  hobbles  were 
now  removed,  the  horse  assisted  to  his  feet,  when  he  was  found  to 
be  nearly  well,  and  walked  home  a  distance  of  about  three  miles 
that  night."  An  acquaintance  has  recently  informed  me  that  a 
similar  accident  happened  to  a  horse  of  his  in  the  hunting  field 
some  years  ago.  The  animal  breasted  a  fence ;  when  raised  he 
stood  on  three  legs,  and  a  hard  lump  bulged  out  at  the  shoulder. 
The  injured  leg  was  firmly  held  down,  the  horse  reared  up,  and  in 
the  act  he  states  that  "  the  joint  came  right  with  a  click." 

Finding  the  literature  of  the  subject  so  scanty,  and  as  I  could 
hear  of  no  specimen  at  all  similar  to  the  one  I  am  able  to  exhibit 
to-night  to  the  Pathological  Section  of  the  Academy,  I  wrote  to 
the  Royal  Veterinary  College  in  London,  and  to  the  editor  of  the 
Veterinary  Review,  the  pages  of  which  I  had  searched  in  vain. 
Professor  Robertson,  Principal  of  the  College,  and  Mr.  Geo. 
Fleming,  F.R.S.,  the  eminent  President  of  the  Royal  College  of 
Veterinary  Surgeons,  and  editor  of  the  Review,  kindly  answered 
my  inquiries ;  and  both  gentlemen  remark  in  their  letters  upon 
the  extreme  rarity  of  the  accident.  In  more  than  30  years  Pro- 
fessor Robertson  has  "  only  met  with  two  instances,  and  both  were 
displacements  of  the  wad  of  the  humerus  backwards  and  outwards." 
He  states  that  there  is  no  specimen  in  the  museum  of  the  Royal 
Veterinary  College.  Mr.  Fleming  refers  to  the  case  mentioned  by 
Prof.  Williams,  quoted  above,  and  he  informs  me  that  a  still  more 
detailed  description  is  to  be  found  in  Stockfleth's  "  Handbuch  der 
Thierarztlichen  Chirurgie." 

The  accident,  in  my  case,  happened  thus : — The  horse,  a  very 
spirited  animal,  took  a  fence  intemperately  near  the  finish  of  a 
long  run  with  the  "  Ward  Union  "  hounds.  The  jump  was  a  little 
short,  and  he  fell  across  the  crest  of  a  narrow  bank  at  the  far  side 
of  the  dyke  with  his  off  foreleg  bent  under  him,  and  inwards.     Ho 
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wriggled  over  into  the  field  beyond,  and  lay  on  his  side  for  about  a 
quarter  of  an  hour.  When  got  to  stand  up,  a  marked  deformity  at 
the  shoulder  was  at  once  apparent — a  large  hard  protuberance, 
which  seemed  to  lie  forwards  and  outwards  from  the  lower  end  of 
the  scapula.  From  the  prominence  upwards  the  contour  of  the 
shoulder  was  rather  concave.  There  was  but  little  apparent 
shortening  of  the  limb,  very  slight  turning  in  of  the  toe,  and  the 
animal  seemed  able  to  rest  some  weight  upon  the  leg.  In  con- 
sequence of  this  latter  fact,  the  general  opinion  of  the  horsemen 
who  happened  to  be  on  the  spot  was  that  the  shoulder  was  not 
"  out."  However,  I  made  a  feeble  attempt  at  extension,  but  with- 
out the  least  effect.  The  horse  was  then  led  to  the  nearest  station, 
the  distance  being  nearly  three  and  a  half  miles.  Now  that  we 
know  what  really  happened,  it  is  extraordinary  that  the  poor  horse 
could  have  moved  along.  He  was,  of  course,  fearfully  lame,  but 
beyond  an  occasional  stumble  against  a  stone  with  the  bad  leg,  he 
got  over  the  distance  without  mishap  in  an  hour  and  a  half.  He 
was  then  brought  up  to  Dublin  by  train,  and  taken  to  the  nearest 
veterinary  surgeon,  who  considered  that  one  of  the  shoulder 
muscles  had  been  ruptured.  The  treatment  adopted  was  an  im- 
mediate blister.  There  seemed  to  be  a  general  agreement  of 
opinion  on  the  part  of  the  profession  that  no  dislocation  existed, 
and  that  any  attempt  at  reduction  would  be  ridiculous.  After  a 
time  a  leather  shield  was  tightly  strapped  over  the  prominence  by 
another  practitioner,  who  also  felt  confident  of  the  horse's  ultimate 
recovery.  Naturally,  however,  the  shoulder,  by  degrees,  became 
more  stiff — ^progression  soon  being  solely  on  three  legs ;  the 
shortening  of  the  leg  became  more  marked,  and  the  toe  turned  more 
inwards.  The  wasting  of  the  muscles  of  the  shoulder  was  now 
extreme  ;  and  a  sore  was  observed  on  the  withers — no  doubt  caused 
by  the  tight  strap  which  held  on  the  leather  shield.  Finally,  ten 
weeks  after  the  accident,  tetanus  set  in,  and  the  poor  animal  was 
put  an  end  to  by  an  overdose  of  chloroform.  At  the  post-mortem 
examination  none  of  the  shoulder  muscles  presented  any  evidence 
of  rupture ;  but  the  tendon  of  the  flexor  brachii  was  tightly 
stretched,  and  directed  outwards,  and  the  capsular  ligament  was 
ruptured.  The  exact  condition  of  the  soft  parts  was,  however, 
difficult  to  make  out,  after  such  a  length  of  time  from  the  date  of 
the  injury,  and  in  consequence  of  the  large  amount  of  callus  and 
inflammatory  tissue  in  the  neighbourhood.  The  scapula  and 
humerus  were  firmly  united  together,  and  not  the  slightest  move- 
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ment  could  be  effected  between  tbem.  With  considerable  force 
they  were  broken  apart,  and  the  rough  surfaces  of  contact  now 
show  that  considerable  bony  ankylosis  had  set  up  between  the 
bones  in  their  new  position.  The  humerus  is  seen  to  be  dislocated 
on  the  dorsum  of  the  scapula — i.e.,  the  head  of  the  bone  has  been 
forced  outwards  and  upwards,  its  level  being  nearly  three  inches 
above  the  level  of  the  glenoid  cavity  of  the  scapula.  Rather  more 
than  an  inch  of  the  outer  edge  of  the  glenoid  cavity  has  been  broken 
off  and  pushed  up,  and  is  now  to  be  seen  ankylosed  on  the  neck  of 
the  scapula  in  the  line  of  the  spine.  The  scapula  and  humerus 
were  fixed  at  an  angle  corresponding  to  a  position  of  the  limb 
between  extension  and  flexion.  The  actual  condition  of  affairs  is 
well  seen  in  the  accompanying  engraving  (Fig.  A),  which  is  from 
a  photograph  (kindly  taken  by  my  friend,  Dr.  R.  A.  Hayes)  of 
the  bones  in  their  new  position — the  view  being  a  front  one. 
The  bony  prominence  which,  as  I  mentioned  above,  could  be 
seen  and  felt,  at  the  time  of  the  accident,  lying  apparently  in  front 
of  the  joint,  was  caused  by  the  anterior  projection  of  the  great 
trochanter,  which  is  situated  on  the  outer  side  of  the  bicipital 
groove.  This  gave  the  appearance  of  a  dislocation  of  the  humerus 
forwards,  and  I  erroneously  imagined  that  the  head  had  probably 
lodged  beneath  the  coracoid  protuberance  of  the  scapula.  Such 
an  occurrence  could  scarcely,  however,  take  place  in  consequence 
of  the  immense  development  of  the  bicipital  tendon. 

There  can  be  little  doubt  that  reduction  would  have  been  quite 
possible  in  this  case.  Of  course  considerable  traction  would  have 
been  necessary,  but  the  horse  should  have  been  anaesthetised,  and 
the  only  difficulty  would  have  been  in  fixing  the  scapula.  On  the 
other  hand,  it  is  not  likely  that  a  completely  successful  result  would 
have  followed ;  for,  as  we  see,  the  glenoid  edge  was  fractured,  and 
the  probability  is  that  a  stiff  joint  would  have  resulted. 


DESCRIPTION   OF  PLATE. 
Fig.  A.  Shoulder-joint  seen  from  the  front,  from  a  photograph  of  the  bones 
after  maceration ; — a.  Neck  of  scapula ;  o.  Glenoid  cavity  of  scapula ;  c.  External 
edge  of  glenoid  cavity  broken  off  and  pushed  up ;  d.  Coracoid  process ;  e.  Head 
of  humerus ;  /.  Great  trochanter  of  humerus. 

{For  description  of  Fig.  B.  see  page  496.] 


RARE  TUMOUR  OF  THE  ORBIT. 
By  JOHN  B.  STORY,  F.R.C.S. ; 

Surgeon  to  St.  Mark's  Ophthalmic  Hospital. 
[Read  in  the  Pathological  Section,  May  2,  1884.] 

The  small  tumour  which  I  have  to  describe  was  removed  from  the 
left  orbit  of  a  healthy  young  girl,  who  presented  herself  some 
weeks  ago  at  St.  Mark's  Ophthalmic  Hospital,  with  the  following 
history.  She  had  always  been  healthy,  and  had  never  suffered 
from  any  inflammation  or  painful  affection  of  the  eyes  or  orbits, 
but  all  her  life — that  is  to  say,  as  long  as  her  memory  carried  her 
back — she  had  noticed  a  small  lump  situated  underneath  her  left 
lower  eyelid  towards  the  nasal  side  of  the  lid.  This  little  lump 
became  more  prominent  at  certain  times,  and  slightly  discoloured, 
the  discolouration  being  of  a  bluish  hue,  and  the  increase  of  size 
and  change  of  colour  being  specially  noticeable  when  she  laughed 
or  cried,  or  after  stooping  or  taking  violent  exercise.  Upon  such 
occasions  it  sometimes  became  painful  as  well  as  prominent  and 
discoloured.  These  changes  bore  no  relation  to  the  periods  of  the 
menstrual  flow,  and  they  were  observed  at  an  age  when  menstrua- 
tion had  not  appeared  at  all.  The  girl  was  twenty  years  old  when 
she  consulted  me ;  the  little  tumour  had  only  been  a  cause  of  actual 
trouble  and  anxiety  for  a  few  months  previously. 

On  inspection,  a  small  patch  of  a  bluish  hue  could  be  observed 
below  the  margin  of  the  left  lower  lid  towards  the  nasal  side. 
When  the  girl  looked  upwards  this  patch  became  more  prominent, 
but  it  was  at  all  times  slightly  raised  above  the  level  of  the 
surrounding  skin  ;  when  she  stooped  down  for  a  few  moments  the 
swelling  very  considerably  increased,  and  the  bluish  hue  became 
more  intense.  On  palpation  with  the  finger,  a  hard  body,  about 
the  size  of  a  small  pea,  could  be  felt  beneath  the  discoloured  skin. 
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This  little  tumour  felt  stony  hard,  and  was  freely  movable  in  all 
directions  in  the  orbital  cavity.  It  could  even  be  drawn  forwards 
and  made  to  project  over  the  bony  edge  of  the  orbit  upon  the 
cheek,  but  I  was  not  able  to  make  it  project  through  the  fornix 
conjunctiva  beneath  the  eyeball.  There  was  no  evidence  of  any- 
thing really  serious  or  dangerous  about  the  tumour,  but  the  patient 
being  anxious  to  have  it  removed,  and  I  being  anxious  to  see  what 
it  was,  I  proceeded  some  days  later  to  extract  it  through  a  small 
incision  in  the  skin  at  the  border  of  the  orbit.  No  difficulty 
was  experienced  in  its  removal,  but  there  was  a  somewhat  un- 
accountable and  unexpected  quantity  of  venous  haemorrhage.  On 
dividing  the  skin  and  subjacent  fascia,  I  easily  made  the  tumour 
project  through  the  opening,  but  it  was  enclosed  in  a  firm  though 
thin  capsule,  which  had  to  be  divided  before  it  could  be  removed. 
On  dividing  this  capsule  the  tumour  popped  out  on  the  cheek,  as 
an  orange  pippin  does  when  squeezed  between  the  finger  and  thumb 
of  a  school-boy.  There  was  no  pedicle  whatsoever,  nor  any  con- 
nexion which  I  could  discover  with  any  of  the  neighbouring  tissues. 
The  bleeding  was  staunched,  and  the  wound  healed  by  so-called 
first  intention ;  but  so  far  as  the  patient's  comfort  is  concerned,  I 
cannot  state  that  the  operation  has  proved  a  success.  When  she 
stoops  the  swelling  of  that  portion  of  the  soft  parts  in  the  orbit 
occurs  to  as  great  an  extent  as  before ;  and  there  is  also  to  be  seen 
a  swelling  of  the  upper  portion  of  the  orbit  which  I  did  not  observe 
before  the  operation,  although  it  is  possible  that  it  existed.  Only 
in  one  respect  can  she  be  said  to  be  better — namely,  that  the  bluish 
colour  of  the  skin  has  disappeared. 

The  tumour  was  nearly  spherical,  measuring  in  its  longer 
diameter  about  1  cm.,  and  in  the  shorter  one  about  7  mm.  At  one 
extremity  of  the  longer  diameter  a  smaller  spherical  tumour,  about 
2  mm.  in  diameter,  was  firmly  attached  to  the  primary  one.  The 
whole  mass  was  bony  hard,  and  could  not  be  cut  with  a  scalpel. 
My  friend,  Mr.  Arthur  Baker,  kindly  made  a  section  of  it  with  a 
fine  saw,  and  we  found  that  it  was  solid  throughout,  and  formed  of 
a  series  of  irregularly  concentric  lamellae  of  different  shades  of 
grey  and  white  matter,  the  whiter  layers  being  apparently  more 
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dense  and  firm  than  the  grey.  The  peripheral  layer  resembled 
bone  in  external  appearance,  and  passed  without  interruption 
between  the  tumour  proper  and  the  little  excrescence  on  its  surface. 
This  smaller  tumour  was  surrounded  also  by  a  similar  hard,  whitish 
layer. 

The  microscopical  examination  of  a  section  rubbed  down  upon  a 
bone  does  not,  however,  countenance  the  view  that  the  outer  wall 
is  a  bony  formation,  for  all  that  can  be  seen  in  the  preparations  I 
have  made  is  a  series  of  different  layers  of  what  is  apparently 
fibrous  tissue  and  calcified  matter  of  uncertain  nature.  In  some 
layers  there  are  appearances  resembling  cellular  conglomerations, 
but  there  is  certainly  nowhere  anything  that  can  be  taken  for  either 
bone  or  cartilage. 

The  tumour  Avhich  I  have  described  is  certainly  an  extremely  rare 
one  in  the  situation  from  which  it  was  removed.  In  the  literature 
at  my  disposal  I  have  been  able  to  discover  a  record  of  only  one 
case  at  all  resembling  my  own,  and  in  this  the  description  is  not  in 
all  respects  very  satisfactory.  The  case  is  quoted  in  Berlin's 
admirable  article  upon  diseases  of  the  orbit  in  the  Handbook  of 
Graefe  and  Saemisch.  The  tumour  was  removed  by  Fano,  who 
described  it  as  an  osteo-fibro-cartilaginous  growth.  It  was  con- 
sidered to  have  been  present  since  the  earliest  childhood  of  the  girl 
from  whose  orbit  it  was  removed,  and  had  grown  slowly  in  size  till 
she  reached  the  age  of  twenty-three,  when  it  was  about  as  large  as 
a  small  nut.  It  lay  in  the  orbit  towards  the  inner  canthus  under- 
neath the  lower  lid,  was  extremely  hard  to  the  touch,  and  was 
freely  movable  in  all  directions.  After  the  superjacent  soft  parts 
were  divided  it  came  forwards  and  fell  out  upon  the  cheek  of  its 
own  accord.  Berlin  gives  Fano's  description  of  its  pathology  in 
the  original  French.  "  The  tumour  was  surrounded  by  a  cellular 
membrane  which  separated  from  it  easily.  Divested  of  this  capsule 
the  tumour  was  whitish  in  colour,  and  so  hard  that  it  could  not  be 
divided  by  the  blade  of  a  strong  scalpel.  An  anteroposterior 
section  presented  a  series  of  lamellae  enclosed  one  within  the  other, 
the  periphery  being  formed  by  a  greyish  white  band  resembling 
fibro-cartilage,  which  appeared  on  microscopical  examination   to 
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consist  of  an  amorphorus  substance,  a  number  of  fibres  crossing 
each  other  in  different  directions,  and  cartilage  cells." 

Berlin's  criticism  upon  this  description  is  to  the  effect  that  it  is 
too  defective  to  afford  us  a  clear  idea  of  an  orbital  enchondroma, 
in  which  category  he  seems  inclined  to  place  the  tumour,  except  for 
the  fact  that  no  evidence  is  obtainable  of  the  existence  of  such 
tumours  except  this  very  remarkable  case  of  Fano's.  Now,  without 
wishing  to  doubt  the  accuracy  of  Fano's  microscopical  observation, 
I  cannot  but  believe  that  the  tumour  described  by  him  is  identical 
in  origin  and  pathology  with  that  described  and  exhibited  by  myself. 
The  presence  of  cartilage  cells  in  his  tumour  is  the  only  real  point 
of  difference,  for  though  he  calls  the  tumour  an  osteo-fibro-cartila- 
ginous  growth,  he  says  nothing  in  the  pathological  description  of 
the  existence  of  any  bony  tissue  in  the  new  growth.  The  prepara- 
tions I  have  made  are  not  very  excellent,  but  if  any  tissue 
resembling  cartilage  had  existed  in  the  tumour  it  could  not  fail  to 
be  demonstrated  in  these  preparations.  The  absence  of  cartilage 
cells  in  the  tumour  I  have  exhibited  makes  me  suspect  that  Fano 
too  hastily  assumed  that  cellular  conglomerations  were  true  cartilage 
cells.     This,  in  my  tumour,  they  certainly  are  not. 

It  has  been  suggested  to  me  that  the  tumour  may  possibly  be  of 
the  nature  of  a  phlebolith,  and  I  must  confess  that  this  is  the  only 
theory  as  to  its  nature  which  seems  to  me  probable.  In  micro- 
scopical appearances  it  does  not  differ  from  such  bodies,  and  the 
bluish  discolouration  of  the  skin,  the  marked  venous  haemorrhage 
during  the  operation,  and  the  occurrence  of  swelling  in  the  orbital 
soft  parts  when  the  patient  does  anything  likely  to  increase  the 
pressure  in  the  orbital  veins,  all  point  strongly  to  -the  existence  of 
some  vascular  anomaly  in  this  situation. 


FALSE  DIVERTICULA  OF  LARGE  INTESTINE. 
By  J.  V.  LENTAIGNE,  L.R.C.S. ; 

Surgeon  to  Jervis-street  Hospital. 
[Read  in  the  Pathological  Section,  May  %  1884.] 

This  specimen  is  the  large  intestine  of  an  old  woman  who  died 
of  thoracic  disease  in  Jervis-street  Hospital  some  months  ago.  It 
presents  a  great  number  of  pouches,  which  extend  on  each  side  of 
the  gut  from  the  caecum  to  the  anus. 

It  is  almost  impossible,  from  an  inspection  of  the  gut  in  its 
present  collapsed  condition,  to  form  any  idea  of  the  very  remarkable 
appearances  presented  at  the  post  mortem  examination. 

On  opening  the  abdominal  cavity,  the  large  intestine  was  seen  to 
be  fringed  by  a  double  line  of  bluish-black,  glistening  tumours, 
mostly  about  the  size  of  grapes,  but  some  of  them  as  small  as  swan 
shot,  while  a  few  were  nearly  as  large  as  a  pigeon's  egg.  On 
handling  these  they  seemed  to  be  quite  solid,  and  rather  hard. 
Some  of  them  hung  from  the  gut  by  a  short  but  narrow  pedicle, 
while  others  were  apparently  sessile.  There  was  no  evidence  of 
peritonitis,  neither  old  nor  recent,  but  the  mesentery  was  in  parts 
dark  red  and  gorged  with  blood.  The  caecum  and  colon  were 
everywhere  completely  invested  by  peritoneum,  there  being  a 
meso-caecum  and  a  right  and  left  meso-colon. 

On  opening  the  gut,  the  central  cavity  was  found  to  be  narrowed, 
and  to  contain  but  little  faeces ;  the  muscular  fibres,  especially  the 
longitudinal  set,  were  very  much  hypertrophied.  The  mucous 
membrane  presented  a  number  of  shallow  depressions,  each  of 
which  corresponded  with  one  of  the  tumours  on  the  outside.  All 
the  tumours  were  found  to  be  pouches,  each  one  tensely  filled  by  a 
single  lump  of  faeces  of  stony  hardness  ;  they  were  lined  by  mucous 
membrane  of  a  brownish  colour,  but  otherwise  apparently  normal, 
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and  the  depressions  seen  on  the  inside  of  the  gut  were  formed  by 
ja  number  of  folds  radiating  from  the  tightly-closed  mouth  of  each 
i  cavity. 

These  pouches  were  divisible  into  two  classes,  the  greater  number 
of  them  consisting  simply  of  an  altered  condition  of  the  normal 
1  pouches  of  the  intestine,  with  more  or  less  narrowing  of  the  neck 
j  of  the  pouch ;  the  walls  of  these  cavities  were  composed  of  the 
normal  constituents  of  the  intestinal  wall,  and  their  contents  could 
easily  be  squeezed  into  the  general  cavity  of  the  intestine.  The 
other  set  of  pouches  could  not  be  emptied  into  the  gut  by  squeezing, 
but  were  easily  burst  externally  by  much  pressure ;  their  walls 
were  very  thin,  and  seemed  to  consist  of  mucous  membrane  and 
peritoneum  only.  After  the  specimen  had  been  kept  for  some 
time  the  hard  faeces  in  these  tumours  softened  down,  and  it  then 
became  possible  to  empty  the  contents,  and  in  some  cases  even 
to  invert  the  pouch,  into  the  gut,  thus  forming  a  sac  with  a  very 
narrow  external  opening. 

These  conditions  have  been  fully  described  by  Rokitansky,  and 
by  Dr.  Habershon  in  his  work  on  "  Diseases  of  the  Abdomen." 

Habershon  believes  them  to  be  always  a  result  of  constipation 
of  long  standing.  The  increased  pressure  acting  on  the  intestinal 
contents,  forces  them  out  in  veritable  hernia?  between  the  hyper- 
trophied  muscular  fibres.  He  considers  them  to  be  quite  harmless 
and  never  to  produce  dangerous  or  any  symptoms. 

It  seems  to  me  to  be  a  remarkable  thing  that  such  a  condition, 
which  may  have  existed  for  an  indefinite  period,  is  not  found  to 
cause  serious  mischief  in  the  shape  of  enteritis  or  peritonitis.  Yet 
we  never  hear  of  such  a  condition  being  a  possible  cause  of  these 
troubles.  Numerous  cases  have  been  reported  in  which  inflamma- 
tion has  been  supposed  to  result  from  impaction  of  a  hard  lump  of 
fasces  in  the  vermiform  appendix.  Yet  here  we  have  fifty  appen- 
dices, all  tightly  packed  with  fasces,  which  some  of  them  must  hold 
for  ever  during  life,  as  they  could  not  possibly  be  emptied  or 
affected  in  any  way  by  any  effort  of  the  intestinal  muscle.  I 
cannot  but  think  that  this  condition  must,  occasionally  at  any  rate, 
result  in  peritoneal  or  intestinal  inflammation. 


COMMINUTED  FEACTURE  OF  THE   HEAD  OF 
THE   TIBIA. 

By  WM.   THOMSON,   M.A.,   F.R.C.S. ; 

Surgeon  to  the  Richmond  Surgical  Hospital,   Dublin  ; 
General  Secretary. 

[Read  in  the  Pathological  Section,  May  2,  1S81] 

Amoxgst  the  fractures  of  the  tibia  which  are  met  with  in  practice, 
the  rarest  class  is  that  to  which  I  must  refer  the  specimen  which  I 
exhibit  to  the  Pathological  Section  to-night.  In  speaking  of 
fractures  into  the  knee-joint  it  is  almost  to  be  assumed  that  we 
refer  to  some  very  great  external  crushing  violence  which  has  been 
applied  to  that  part,  and  has  broken  either  the  femur  or  tibia,  or 
both,  into  fragments  at  their  junction  one  with  the  other.  There 
is,  however,  another  form  of  direct  violence  which  may  be  not 
less  destructive,  but  which  does  not  receive  much  notice  in  the 
best  and  most  recent  surgical  writings.  I  refer  to  that  form  of 
fracture  of  the  head  of  the  tibia  which  is  produced  par  ecrasement, 
or  by  crushing,  the  force  being  the  weight  of  the  trunk  and  upper 
extremities  delivered  through  the  condyles  of  the  femur  upon  the 
articular  surface  of  the  tibia  with  such  violence  as  to  comminute 
it.  To  attain  such  a  result  in  the  way  mentioned,  it  is  of  course 
necessary  that  the  person  should  fall  from  a  sufficient  height  upon 
the  feet,  thus  allowing  the  following  weight  of  the  body  to  come 
with  great  force  upon  the  tibial  head,  when  further  downward 
progress  is  suddenly  stopped  by  contact  of  the  foot  with  the  ground. 

It  is  owing  to  such  an  accident  that  I  am  enabled  to  show  this 
rare  specimen,  and  to  add  a  short  record  of  it  to  the  few  cases 
which  have  so  far  been  noted. 

A  patient  was  recently  admitted  under  my  care  suffering  from  a 
compound  fracture  of  the  tibia,  and  the  limb  was  at  once  dressed 
antiseptically  by  Mr.  Kennedy,  the  House  Surgeon,  and  was  placed 
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on  a  double  inclined  plane.  The  patient,  who  was  about  sixteen 
stone  weight,  stated  that  he  had  been  standing  on  a  board, 
supported  between  two  ladders,  when  it  toppled,  and  he  fell  to  the 
ground  on  his  feet,  afterwards  striking  with  his  left  leg  the  iron 
frame  of  a  bedstead  which  was  close  at  hand.  When  I  saw  him 
next  day  I  found  the  upper  end  of  the  lower  fragment  had  pierced 
the  skin  at  the  junction  of  the  upper  and  middle  thirds  of  the  leg. 
I  slightly  enlarged  the  wound,  and  returned  the  fragment ;  but, 
although  there  was  some  effusion  into  the  joint,  I  did  not  then 
suspect  fracture  entering  into  it,  and  the  House  Surgeon,  dui'ing  his 
manipulations,  did  not  detect  any  mischief  there.  Next  morning, 
however,  I  thought  I  could  detect  some  crepitation  in  the  joint, 
although  this  was  not  the  view  of  all  who  saw  the  limb.  I  am  not 
allowed  here  to  go  into  the  question  of  treatment,  and  I  may  there- 
fore simply  say  that  the  patient  died,  about  a  week  after  his  admis- 
sion, of  blood-poisoning. 

At  the  post  mortem  examination,  the  soft  parts  were  found 
infiltrated  with  blood.  The  knee-joint  contained  much  blood  and 
some  pus.  There  was  a  fracture  of  the  shaft  about  the  junction  of 
the  lower  and  middle  thirds,  and  again  about  the  junction  of  the 
upper  and  middle  thirds.  The  middle  third  lay  as  a  loose  fragment, 
but  its  upper  sharp  end  had  evidently  acted  as  a  wedge,  and  had 
split  the  head  of  the  tibia  into  two  principal  fragments,  the  chief 
dividing  line  passing  just  to  the  left  of  the  spine.  On  examining 
the  articular  surface  it  will  be  seen  that  the  left  fragment  comprises 
nearly  the  whole  facet  on  that  side,  and  is  depressed  about  an 
eighth  of  an  inch  below  the  general  surface.  On  the  right  side  a 
line  of  fracture  begins  at  the  margin,  about  an  inch  from  the 
central  anterior  point,  passes  obliquely  backwards  and  to  the  left, 
passing  behind  the  spine,  and  terminating  at  the  autero-posterior 
fracture  already  referred  to.  This  principal  line  is  again  intersected 
by  one  starting  from  the  anterior  central  point  at  the  margin,  and 
passing  backwards  and  to  the  right  posterior  edge.  To  the  left  of 
the  central  line,  and  between  it  and  the  large  fragment  of  the  left 
facet,  there  is  a  considerable  comminution,  and  the  fragments 
number  five.      The  principal  lines  of  fracture   which  have  been 
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indicated,  as  seen  on  the  articular  surface,  are  continued  down- 
wards into  the  head  of  the  bone,  and  they  are  to  be  seen  on  the 
left  or  inner  aspect.  They  present  there  a  series  of  three  wedges, 
the  first  two  being  about  an  inch  and  a  half  in  depth,  and  forming 
a  tolerably  well-marked  W.  The  third  wedge  occupies  the  posterior 
surface  of  the  bone,  and  is  about  three  inches  in  length,  while  its 
width  at  the  upper  or  basal  extremity  is  about  an  inch  and  a  half. 
Another  fracture  passes  from  an  inch  below  the  tubercle,  upwards 
and  backwards,  terminating  close  to  the  articular  facet  for  the 
fibula. 

This  fracture  is  one  of  special  interest,  both  because  of  the  mode 
in  which  it  was  produced,  and  because  of  its  character.  Very 
little  attention  indeed  appears  to  have  been  directed  to  injuries  of 
this  part  of  the  tibia.  I  have  consulted  many  of  the  older  writers, 
and  all  the  recent  editions  of  surgical  works,  without  finding 
reference  to  it  in  other  than  the  vaguest  terms.  Just  when  the 
specimen  had  come  into  my  possession,  I  noticed  in  the  Dublin 
Journal  of  Medical  Science  for  April,  1884,  a  paper  by  Professor 
Gordon,  of  Belfast,  on  "Fractures  of  the  Leg,"  and  in  it  the 
following  reference  to  the  injury  of  which  I  speak  : — 

"  1.  The  Articular  Fracture  of  the  Upper  End  of  the  TiMa. — The 
obliquity  of  the  femur  from  without  inwards  and  downwards,  and 
the  perpendicular  position  of  the  bones  of  the  leg,  cause  the  shock 
or  impulse  of  the  body,  in  leaping  or  falling  from  a  height,  to 
impinge  chiefly  upon  the  outer  articular  facet  of  the  tibia  ;  besides, 
the  sharpness  of  the  outer  margin  of  the  external  condyle  of  the 
femur  concentrates  the  force  upon  the  outer  part  of  the  outer 
articular  facet,  and  sometimes  drives  it  into  the  cancellated  tissue 
of  the  head  of  the  tibia  beneath  it.  There  are  three  specimens  of 
this  accident  in  the  Museum  of  the  Queen's  College.  In  two  of 
them  the  tibia  and  fibula  are  also  broken  near  their  middle,  pre- 
senting examples  of  the  chisel-shaped  fracture  of  both  bones  of 
the  leg.  In  one  of  the  two  the  compact  tissue  has  been  driven 
nearly  half  an  inch  into  the  cancelli  of  the  head  of  the  tibia.  The 
appearance  of  the  knee  in  this  form  of  fracture  would  resemble,  in 
a  slight  degree,  genu  valgum. 
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"  The  third  specimen  shows  less  depression  than  the  other  two, 

but  equally  well  marked,  and   not   complicated  with  any  other 

;  fracture  of  either  of  the  bones  of  the  leg.     I  leave  it  to  future 

i  observers  to  give  us  a  more  detailed  account  of  this  accident,  which 

I  believe  to  be  not  uncommon." 

I  at  once  wrote  to  Dr.  Gordon,  describing  my  specimen  very 
briefly,  and  asking  for  some  particulars  of  his.  He  was  good 
enough  to  write  me  the  following  letter: — 

"  1  Howard-street,  29th  April,  1884. 

"  Dear  Sir, — Since  I  received  your  letter  I  have  carefully 
re-examined  the  three  specimens  of  fracture  of  the  outer  articular 
facet  of  the  upper  end  of  the  tibia. 

"  In  the  first,  the  compact  tissue  externally  is  driven  into  the 
cancellated  tissue  to  the  depth  of  almost  half  an  inch,  with  a  frac- 
ture of  both  bones  a  little  below  the  middle.  In  the  second,  the 
impaction  is  about  a  third  of  an  inch  in  depth,  with  also  fracture 
of  both  bones  at  the  junction  of  the  lower  with  the  two  upper  thirds. 
In  the  third,  about  two-thirds  of  the  outer  condyle  have  been 
broken  off,  with  fracture  of  fibula  through  its  neck ;  there  is  no 
impaction  in  this  case. 

"  Now,  I  think  that  these  specimens  differ  widely  from  that 
which  you  have,  and  I  think  that  you  will  find  that  the  fracturing 
cause  has  been  direct  violence  from  before  backwards,  whereas  in 
these  specimens  the  fracture  has  been  the  result  of  vertical  force 
driving  the  outer  sharp  margin  of  the  condyle  of  the  femur  into 
the  cancellated  tissue — a  force  which  would  not,  from  the  obliquity 
of  the  femur,  act  on  the  inner  tuberosity  of  the  tibia.  I  think  the 
oblique  position  of  the  femur  and  the  vertical  direction  of  the  tibia 
exposes  the  outer  tuberosity  in  a  remarkable  manner  from  vertical 
force,  as  in  leaping  from  a  great  height,  and  I  believe  that  in 
my  specimens  all  point  to  the  fracture  being  caused  in  this 
manner. 

"  Believe  me, 

"  Yours  truly, 

"  Alex.  Gordon. 

"  Wm.  Thomson,  Esq." 

You  will  observe  that  Dr.  Gordon  believes  the  injury  in  his 
cases  to  have  been  produced  as  it  really  was  in  mine,  although,  from 

2  F 
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some  want  of  clearness  on  my  part,  he  appears  to  think  my  case 
very  different. 

The  subject  has  received  much  attention  from  M.  Heydenreich, 
-who  chose  the  subject  for  his  thesis  at  the  University  of  Paris  in 
1879.  He  was  fortunate  to  observe  a  case  in  the  practice  of  M. 
Duplay,  but  when  he  came  to  search  for  other  instances  he  found 
that  surgical  literature  upon  this  class  of  injuries  was  poor  indeed. 
The  author  of  this  very  elaborate  paper  divides  the  fracture  of  the 
upper  extremity  of  the  tibia  into  four  classes — I.  Separation  of 
the  superior  epiphysis.  II.  Tearing  away  of  the  anterior  tuberosity 
of  the  tibia  by  contraction  of  the  extensor  tendon.  III.  Fracture 
of  one  of  the  condyles.  IV.  Fracture  of  the  superior  extremity  of 
the  tibia  in  its  entirety. 

Under  the  last  head  he  makes  four  sub-divisions — 1.  Sub- 
condyloid  fractures.  2.  Comminution  of  the  superior  extremity. 
3.  Cuneiform  fractures.     4.  Vertical  fractures. 

The  specimen  which  I  submit  combines  the  second  and  third 
of  these  varieties.  It  is  greatly  comminuted,  and  at  the  same  time 
it  presents  at  its  left  lateral  aspect  that  cuneiform  arrangement 
which  Heydenreich  describes.  With  reference  to  the  second  class 
he  writes : — 

"  Comminution  of  the  Superior  Extremity  of  the  Tibia. — There  are 
cases  in  which  the  superior  extremity  of  the  tibia  divided  into  a 
large  number  of  fragments,  impossible  to  describe,  is  literally 
shivered  (eclate'e).  These  fractures  are  in  general  accompanied  by 
a  certain  degree  of  crushing  {ecrasement).  The  head  of  the  tibia 
gains  in  thickness  at  the  same  time  that  it  is  comminuted. 

"  The  Museum  of  Val  de  Grace  contains  a  specimen  of  this  sort, 
placed  there  by  M.  Legouest,  and  taken  from  a  patient  who,  in  an 
attack  of  mania,  jumped  from  the  second  floor.  There  is  a  frac- 
ture of  the  upper  third  of  the  thigh,  a  fracture  of  the  external 
condyle  of  the  femur,  and  a  crushing  of  the  os  calcis.  The  fibula 
is  broken  at  its  upper  part ;  and  the  head  of  the  tibia,  in  reality 
crushed,  is  divided  into  numerous  fragments  by  vertical  and  trans- 
verse fissures. 

"  The  museum  at  "Wurtzburg  has  an   example  of   fracture  of 
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the  head  of  the  left  tibia,  in  which  the  patient  recovered.  The 
articular  surface  is  much  comminuted,  and  the  fragments  are  united 
by  a  porous  callus. 

"  A  specimen  of  the  same  kind  is  to  be  found  in  the  museum  at 
Brunswick.  It  is  a  comminuted  fracture  of  the  head  of  the  right 
tibia.  The  articular  surface,  which  is  very  irregular,  is  almost 
doubled,  and  in  the  neighbourhood  the  callus  presents,  in  places, 
the  appearance  of  stalactites.  This  specimen  was  procured  from  a 
man  aged  sixty-six,  who  died  thirteen  days  after  the  accident." 

The  cuneiform  or  wedge-form  of  the  fragments,  as  indicated  by 
the  third  sub-division,  is  very  well  shown  in  this  specimen. 

At  the  Pathological  Society  in  1879  Professor  Bennett  exhibited 
a  similar  specimen,  whieh  I  show  to-night  through  his  kindness. 
It  was  then  the  only  specimen  known  in  Dublin.  In  describing  it 
.  he  said: — "In  this  specimen  the  lines  of  fracture,  viewed  in  front, 
make,  with  the  sloping  margins  of  the  tibial  condyles,  a  letter  W, 
the  central  wedge  of  which  enters  the  joint  and  is  capped  as  it 
were  by  the  detached  spine — the  lateral  wedges  are  depressed,  so  as 
clearly  to  indicate  that  the  force  which  caused  the  fractures  was  a 
crushing  force  acting  downwards  through  the  femoral  condyles* 
Viewed  from  behind,  the  fracture  is  seen  as  an  oblique  fissure 
passing  from  above  the  fibular  joint  downwards  and  inwards  to 
the  base  of  the  inner  condyle.  The  surfaces  of  the  cartilage, 
except  in  the  lines  of  fracture,  and  of  the  cartilages  of  femur,  are 
normal;  they  prove  that  the  subject  of  this  injury  recovered 
without  any  serious  inflammation  or  damage  to  the  joint." 

This  specimen  makes  the  tenth  that  has  been  recorded — but  the 
injury,  no  doubt,  occurs  more  frequently  than  we  suppose. 


DESCRIPTION  OF  PLATE. 

Fig.  1. — Articular  surface  of  head  of  left  tibia,  showing  lines  of  fracture. 
Fig.  2. — Posterior  and  right  surface  of  head  of  tibia,   showing  cuneiform 
fracture. 

Fig.  3. — Internal  surface  of  head  of  left  tibia,  showing  cuneiform  fracture. 
Fig.  4. — Anterior  aspect  of  head  of  tibia,  showing  line  of  fracture. 


OSSIFYING  SARCOMA  OF  THE  SKULL. 
By  WILLIAM  STOKES, 

Professor  of  Surgery,  Royal  College  of  Surgeons  ;  Surgeon  to  Richmond 
Surgical  Hospital. 


[Read  in  the  Pathological  Section,  May  30,  1884.] 

It  is  a  matter  of  regret  to  me  that  in  reference  to  this  remarkable 
specimen  of  cranial  tumour  (for  which  I  am  indebted  to  my  friend, 
Dr.  W.  Kynsey,  Ceylon)  I  am  unable  to  give  as  full  and  com- 
plete a  clinical  account  as  I  should  wish.  However,  I  have  been 
informed  of  some  of  the  main  facts  connected  with  the  case.  The 
skull  was  that  of  a  male  Singalese,  aged  about  twenty  years,  who 
is  said  to  have  been  in  good  health,  and  the  head  of  normal  pro- 
portions up  to  the  age  of  fourteen  years,  when  it  began  to  enlarge. 
This  enlargement  continued  up  to  the  time  of  his  death.  He 
attributed  the  growth  to  an  injury  received  from  the  prick  of  the 
thorn  of  the  wild  palm. 

The  head  appeared  as  if  doubled  by  the  upper  portion  of  another 
head  being  placed  over  the  normal  one.  The  man  was  semi- 
idiotic,  and  occasionally  complained  of  headache,  but  during  the 
three  months  he  was  in  hospital  his  appetite  was  good.  He  had 
convulsions  a  few  days  before  death. 

Over  the  thickened  bone  there  was  a  thick  layer  of  soft  gela- 
tinous material  which  filled  up  all  the  interstices,  but  the  whole 
exterior  surface  was  smooth.  On  the  inner  surface  forming  the 
vault  of  the  skull,  the  interstices  were  also  filled  up  by  very  soft 
gelatinous  material.  The  membranes  were  firmly  adherent  to  the 
bone,  and  the  brain  adherent  to  the  membranes. 

The  nature  of  this  tumour  is  naturally  the  question  which,  on 
examining  it,  must  be  uppermost  in  the  mind.  The  history  of  its 
growth,  its  appearance,  irregular  surface,  its  localisation,  and, 
lastly,  its  histology,  all  tend  to  preclude  the  idea  of  its  being  a 
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form  of  simple  bone  hypertrophy.  We  must  assume,  therefore, 
that  it  is  some  form  of  tumour  that  has  undergone  an  ossific  meta- 
morphosis, or  one  of  calcification.  This  form  of  change  is  rarely, 
if  ever,  met  with  in  carcinoma,  and  the  situation  of  the  growth 
and  age  of  the  patient  would  also  militate  against  its  having  been 
any  form  of  that  disease.  On  the  other  hand,  we  know  that  of 
the  metamorphoses  to  which  sarcomas  are  liable — occasionally 
ossification  and  frequently  calcification — is  by  no  means  infrequent, 
especially  in  the  subperiosteal  forms.  We  know  also  that  in 
childhood  this  disease  is  by  no  means  rare — that,  as  Mr.  Butlin 
says,  it  is  "the  malignant  disease  of  childhood,  for  carcinoma  is 
scarcely  ever  observed  in  children."  These  considerations  would 
therefore  all  point  to  the  great  probability  of  this  tumour  being  a 
rare — indeed,  I  believe,  unique — specimen  of  an  ossifying  sarcoma. 
There  are,  however,  many  exceptional  features  about  it.  As 
a  rule,  these  growths  are  very  rapid,  whereas  this  one  was 
extremely  slow  in  its  development,  the  health  of  the  patient 
would  not  appear  to  have  materially  suffered  until  a  very  short 
time  previous  to  his  death,  and  it  differs  from  other  ossifying 
sarcomata  met  with  in  our  museums,  notably  in  the  two  instances 
taken  from  the  Museum  of  the  Royal  College  of  Surgeons,  in  it 
not  having  that  peculiar  comb-like  laminated  arrangement  of  bony 
plates  which  is  so  characteristic.  It  is  noteworthy  how  similar 
the  arrangement  of  these  plates  is  to  what  is  observed  in  some  of 
the  rarer  forms  of  coral,  of  which  the  accompanying  piece  is  a 
singularly  fine  specimen.  In  the  specimen  under  immediate  con- 
sideration, it  is  only  at  one  situation  where  there  is  any  approxi- 
mation to  this  coral  comb-like  arrangement.  The  rest  is  a  solid 
rugged  mass,  involving  the  frontal  and  parietal  bones,  irregular 
on  the  surface,  presenting  one  deep  sulcus  or  hollow  which  passes 
horizontally  and  somewhat  behind  the  centre  of  the  tumour.  The 
rest  of  the  surface  consists  of  a  series  of  elevations  and  depressions 
of  varying  height  and  depth,  the  former  extending  to  a  height 
never,  so  far  as  I  am  aware,  seen  in  any  similar  case.  As  a 
matter  of  fact,  there  is  no  analogous  case  in  either  of  the  patholo- 
gical museums  of  this  city — those  of  the  College  of  Surgeons  or  of 
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the  University,  nor  in  the  Hunterian  Museum  in  London ;  and  I 
do  not  know  of  any  similar  to  it  in  the  hospital  museums  of  the 
metropolis.  I  remember  many  years  ago  seeing  a  case  in  Dupuy- 
tren's  museum  which  presented  some  features  of  analogy  to  this 
one.  In  it  there  were  two  tumours — one  about  the  size  of  a 
Tangerine  orange,  situated  over  the  parietal  eminence  on  one  side, 
and  the  other,  a  much  smaller  one,  on  the  opposite  side,  but  much 
further  back.  I  cannot  give  any  details  of  the  history  of  this  case, 
but  the  external  characters  and  structure  of  the  two  small  tumours 
presented,  as  well  as  my  recollection  serves  me,  many  points  of 
resemblance  to  this  one. 

As  regards  the  structure  in  which  this  growth  originated — as  to 
whether,  namely,  it  has  sprung  from  the  periosteum,  the  external 
table — or  the  diploe,  it  is  not  possible  to  give  any  decided  opinion, 
inasmuch  as  the  growth  has  penetrated  the  calvaria  and  -com- 
menced to  show  an  intra-cranial  development,  which  probably  was 
the  immediate  exciting  cause  of  the  patient's  death.  The  proba- 
bilities, however,  are  that  the  growth  had  a  sub-periosteal  origin. 

In  looking  at  the  remaining  portion  of  the  skull,  one  cannot  but 
be  struck  with  the  remarkable  thinning  of  several  portions  of  the 
bones,  notably  the  squamous  portions  of  the  temporals,  orbital  plates 
of  frontal,  the  greater  wings  of  the  sphenoid,  and  the  cerebellar 
fossae.  In  these  situations  the  bones  are  scarcely  thicker  than  tissue 
paper,  and  it  would  thus  seem  as  if  the  enormous  ossific  develop- 
ment on  the  frontal  and  parietal  bones  was  effected  at  the  expense 
of  the  other  cranial  bones.  Another  remarkable  condition  which 
is  worthy  of  note  is  the  worm-eaten  appearance,  I  might  call  it, 
that  nearly  all  the  bones  at  the  inner  surface  of  the  base  of  the 
cranium  have.  Some  of  these  losses  of  substance  or  bone  excava- 
tions involve  only  portion  of  the  thickness  of  the  skull,  whereas  in 
others  complete  perforations  have  taken  place. 

It  is  possible  that  I  may  be  in  error  in  supposing  that  the  thinness 
of  the  bones  at  the  base  of  the  skull  is  connected  with  the  growth 
of  bone  en  the  frontal  and  parietal  bones,  as  I  am  informed  by  Mr. 
Abraham  that  -extreme  tenuity  of  the  cranial  bones  is  not  infre- 
quently met  with  in  young  Oriental  crania  ;  but,  notwithstanding, 
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I  am  inclined  to  think  that  in  this  case  there  is  a  relation  between 
the  development  of  the  osseous  tumour  of  the  calvaria  and  the 
extreme  thinness  of  the  bones  at  the  base  of  the  skull. 

Another  noteworthy  circumstance  is  the  fact  that  the  result  of 
the  microscopical  examination  of  the  bone  in  this  specimen,  as  well 
as  in  the  other  specimens  of  ossifying  sarcoma  in  the  Museum  of 
the  Royal  College  of  Surgeons,  proves  that  the  metamorphosis  is  one 
not  merely  of  calcification,  as  is  generally  supposed  to  be  the  case, 
and  stated  erroneously  by  Agnew  to  be  always  so ;  for  in  all  these 
specimens  the  constituent  elements  of  true  bone  can  be  observed, 
and  especially  so  in  this  remarkable  specimen.  Mr.  Abraham,  who 
kindly  examined  the  tumour,  has  brought  down  sections,  and  in 
one  of  them  the  Haversian  canal,  canaliculi,  and  lacunae,  are  almost 
as  well  marked  and  distinct  as  if  the  specimen  were  taken  from 
healthy  normal  bone. 

This  ossification  has  long  since  been  observed  and  described  by 
Virchow,  and  a  remarkable  example  is  noted  in  his  work  on  Tumours. 
It  was  the  case  of  a  tumour  on  the  elbow  which  was  operated  on 
by  Textor,  and  its  external  characters  had  a  close  resemblance  with 
one  of  these  specimens  illustrating  this  disease,  which  has  been 
brought  down  from  the  Museum  for  exhibition  this  evening. 


ON  SOME  SECTIONS  FROM  A  CASE  OF 
EXOPHTHALMIC  GOITRE. 

By  P.  S.  ABRAHAM,  MA.,  B.Sc,  F.R.C.S. ; 

Member  of  Court  of  Examiners,  and  Curator,  Royal  College  of  Surgeons, 

Ireland. 

[Read  in  the  Pathological  Section,  May  30,  1884.] 

Through  the  kindness  of  Drs.  Duffey  and  William  Fitzgerald 
I  have  had  the  opportunity  of  examining  microscopically  certain  of 
the  tissues  from  a  well-marked  case  of  exophthalmic  goitre. 

After  hardening  in  Miiller's  fluid,  sections  were  obtained  and 
examined  of  the  cerebellum,  pons,  medulla,  cervical  cord,  the  right 
and  left  vagi,  the  cervical  sympathetics,  the  third,  4th,  and  sixth 
cranial  nerves,  and  the  hypertrophied  thyroid  gland.  Circum- 
stances have  prevented,  up  to  the  present  time,  my  studying  the 
sections  exhaustively ;  and  were  it  not  that  my  name  is  down  on 
the  notice-paper,  and  that  this  is  the  last  meeting  of  the  session  of 
the  Pathological  Section  of  the  Academy,  I  should  not  now  bring 
forward  the  communication  in  such  an  incomplete  condition.  I 
propose,  indeed,  merely  to  demonstrate  to-night  a  few  of  the  more 
marked  lesions  which  some  of  the  sections  exhibit. 

Under  the  microscopes  on  the  table  are  slices  of  the  thyroid 
gland,  the  cervical  cord,  the  right  vagus  nerve,  and  the  upper 
sympathetic  ganglion  of  the  right  side  of  the  neck.  They  have 
all  been  doubly  stained  with  picrocarmine  and  haematoxylin. 

In  the  cervical  cord  the  most  marked  characteristic  is  a  complete 
obliteration  of  the  central  canal,  the  place  of  which  is  occupied  by 
an  irregular  collection  of  small,  darkly-staining  polygonal  cells, 
not  much  larger  than,  or  different  in  appearance  from,  leucocytes. 
Similar  cells  are  scattered  in  the  neighbourhood,  and  in  the  sur- 
rounding  isthmus   of    grey  matter   are  several   large  vacuities. 
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small  corpora  amylacea  are  to  be  seen  scattered  about  both  here 
ind  in  other  parts  of  the  section. 

The  vagus  exhibits  a  peculiar  condition  of  the  fat  in  their 
sheaths  and  epineuria — the  fat  cells  containing  irregular,  probably 
protoplasmic,  masses,  which  take  on  a  blue  stain.  This  is  not  the 
{case  in  the  sympathetic  sheath.  There  is  also  here  considerable 
vascular  turgescence,  and  some  of  the  arteries  of  the  sheath  con- 
tain within  the  lumen  amorphous  coagula. 

The  sympathetic  ganglion  shows  some  vascularity  and  an  in- 
crease of  connective  tissue  elements.  The  lymphatic  spaces  are 
well  marked;  the  large  ganglion  cells  are  widely  separated  from 
their  unsheathing  capsules,  and  are  often  strongly  pigmented — 
the  pigment  granules  being  generally  localised  in  some  part  of 
the  cell  substance.  Some  of  the  ganglia  are  quite  free  from 
pigment,  and  have  a  more  or  less  hyaline  appearance. 

The  thyroid  gland  is  much  altered  from  its  normal  histological 
structure,  the  acini  being  irregular  in  shape  and  size,  and  often 
filled  with  germinating  epithelium ;  the  usual  amorphous  contents 
are  not  visible.  The  connective  tissue  framework  is  studded  with 
cells  similar  to  those  in  the  acini. 
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STATE  CONTROL  FOR  CHRONIC  INEBRIATES. 

By  H.  C.  TWEEDY,  M.D.  Dubl.  ; 

Diplomate  in  State  Medicine  ;    Physician  to  Steevens's  Hospital. 

[Eead  in  the  Public  Health  Sub-Section,  February  14,  1884.] 

We  live  in  an  age  of  paradox.  Strange  that  a  country  that 
vaunts  a  heritage  of  freedom — freedom  of  thought,  word,  and 
action — should  be  held  in  thraldom  by  those  very  laws  which  it 
has  enacted  for  the  preservation  of  its  own  liberty.  Of  the  many 
social  anomalies  which  abound,  none  is  more  conspicuous  than  that 
which  permits  the  harmony  of  domestic  life  to  be  imperilled,  the 
substance  of  families  to  be  wantonly  squandered,  and  the  moral 
tone  of  society  to  be  threatened  by  unhappy  beings  who,  themselves 
the  slaves  of  a  degrading  and  all-powerful  passion,  are  enabled 
with  comparative  impunity  to  impose  troubles  without  end  upon 
others — because,  forsooth,  "  the  liberty  of  the  subject  must  not  be 
interfered  with." 

The  fallacy  under  which  such  a  system  of  oppression  is  possible 
has  long  been  recognised.  John  Stuart  Mill,  in  his  work  on 
"  Liberty,"  has  the  following  passage: — "As  soon  as  any  part  of 
a  person's  conduct  affects  prejudicially  the  interests  of  others, 
society  has  jurisdiction  over  it;  and  the  question  whether  the 
general  welfare  will  or  will  not  be  promoted  by  interfering  with  it 
becomes  open  to  discussion."  This  fairly  enough  applies  to  the 
question  of  "  State  Control  for  Chronic  Inebriates,"  which,  when 
seriously  brought  under  the  notice  of  the  public  some  five-and- 
twenty  years  ago,  found  at  first  few  advocates,  but  which,  under 
the  healthy  influence  of  fair  and  impartial  discussion,  has  gained 
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i importance  in  public  estimation.  At  the  present  time  so  strongly 
impressed  is  a  large  proportion  of  the  community  that  more  strin- 
gent measures  are  needed,  both  with  a  view  to  the  permanent  cure 
of  habitual  drunkards,  as  well  as  for  the  protection  of  those  who 
i  are  sufferers  through  their  instrumentality,  that  we  may  confidently 
i  hope  to  see  at  no  distant  day,  in  more  extended  legislation,  that 
full  measure  of  justice  of  which  the  Act  of  1879  offers  but  an 
|  instalment. 

But  before  entering  into  details  of  what  has  been  done,  and 
i  what  we  conceive  ought  to  be  dene  in  this  direction,  it  will  be 
necessary  to  say  a  few  words  regarding  the  individuals  for  whom 
such  legislative  control  is  demanded — in  other  words,  what  classes 
of  persons  may  be  considered  as  included  in  the  category  of  chronic 
inebriates. 

In  some  cases  there  seems  to  be  a  hereditary  propensity  to 
intemperance.  In  others  it  shows  itself  as  the  manifestation  of  a 
disordered  nervous  system,  resulting,  it  may  be,  from  mechanical 
injury,  or  from  disease  of  the  brain  itself,  or  again  appearing  as 
the  result  of  nervous  shock  or  some  wasting  bodily  ailment,  but 
perhaps  most  frequently  of  all  it  appeal's  as  the  result  of  a  persis- 
tent and  vicious  abuse  of  stimulants. 

Be  the  cause,  however,  what  it  may,  there  are  now-a-days  many 
supporters  of  the  belief  that  such  a  condition  constitutes  a  form  of 
insanity,  quite  as  real  and  quite  as  formidable  as  any  other  species 
of  monomania. 

Let  us  take  for  example  an  ordinary  typical  case  of  so-called 
dipsomania.  We  find  in  the  patient  an  utter  absence  of  power  in 
the  will  to  control  the  impulses  of  the  senses.  We  find  a  complete 
disregard  of  the  dictates  of  duty  and  self-interest.  He  appears  to 
have  no  sense  of  any  moral  obligation  to  himself  or  to  others.  He 
is  uninfluenced  by  any  feeling  of  honour,  self-respect,  or  natural 
affection.  He  is  absolutely  regardless  of  truth,  and  breaks  without 
hesitation  the  most  solemn  promises ;  and,  also,  which  is  note- 
worthy, he  exhibits  in  a  remarkable  degree  the  most  artful  cunning 
and  ingenuity  in  obtaining  the  means  of  gratifying  an  overwhelm- 
ing and  unreasoning  craving  for  alcoholic  stimulants. 
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Can  such  a  person  be  regarded  as  sane  ?  Surely  a  calm  and 
dispassionate  consideration  of  the  subject  must  force  upon  us  the 
conviction,  that  the  man  who,  unable  to  follow  the  dictates  of 
reason,  becomes  reduced  to  a  condition  which  cannot  be  distinguished 
from  insanity,  should  become  amenable  to  the  laws  affecting 
lunatics,  and  under  proper  restrictions  should  be  deprived  of  that 
liberty  of  which  he  has  proved  himself  incapable  of  making  a 
worthy  use. 

Many  objections  have  been  raised  to  this  proposition,  some  of 
them  specious  enough,  but  all  capable  of  being  fully  answered. 
That  most  relied  upon  by  its  opponents  is  the  statement  that  com- 
pulsory measures  would  involve  an  unwarrantable  interference 
with  the  liberty  of  the  subject. 

This  argument,  now  worn  threadbare,  may  by  this  time  be  fairly 
set  aside,  so  often  has  it  been  refuted,  and  therefore  but  little  need 
be  said  regarding  it.  The  question,  however,  may  in  all  justice  be 
asked,  whether  it  is  not  a  greater  infringement  of  this  liberty,  that 
one  individual  should  be  permitted  to  trespass  upon  the  rights  and 
privileges  of  many  upon  whom,  of  necessity,  the  chronic  inebriate 
brings  trouble  and  disgrace  ?  Sacred  as  are  the  rights  of  individuals, 
they  are  but  secondary  in  importance  to  the  peace  and  well-being 
of  the  community.  Self-destruction  is  a  crime  in  the  eye  of  the 
law,  and  he  who  attempts  it  is  justly  liable  to  punishment ;  but  the 
question  has  yet  to  be  answered,  why  the  slowness  or  rapidity  of 
the  process  should  enter  as  factors  in  estimating  the  magnitude  of 
the  offence ;  or,  in  other  words,  why  there  should  be  summary 
jurisdiction  for  the  suicide  who  attempts  by  one  decisive  act  to  put 
an  end  to  his  existence,  while  the  chronic  inebriate  can  with  equal 
certainty  and  with  the  utmost  obtrusiveness  shorten  his  days, 
without  becoming  amenable  to  any  legislative  power  ?  There  is  a 
grim  joke  in  Robertson's  well-known  comedy,  which  never  fails  to 
secure  the  plaudits  of  our  educated  fellow-countrymen.  When 
Mr.  Eccles  is  asked  whether,  on  the  receipt  of  a  certain  annuity, 
he  could  manage  to  drink  himself  to  death — say,  within  a  year- 
he  replies,  with  much  alacrity,  "  I  don't  know,  I'm  sure,  sir,  but  I'll 
do  my  best." 
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This  is  a  fair  illustration  of  the  levity  with  which  this  mode  of 
self-destruction  is  popularly  regarded. 

Another  plea  advanced  by  those  adverse  to  State  control  is  this— 
that  facilities  would  thus  be  afforded  to  unprincipled  persons  who 
might  wish,  from  sinister  motives,  to  put  a  troublesome  relative 
out  of  the  way.  The  answer  to  this  is  simply,  that  the  same 
objection  is  applicable  to  the  law  for  the  confinement  of  lunatics, 
and  it  would  be  practically  impossible  that  any  proceeding  of  so 
infamous  a  character  could  take  place  with  the  sanction  and  con- 
nivance of  a  magistrate  and  two  medical  men  of  known  integrity, 
who  must  concur  in  pronouncing  the  patient  "  a  fit  person  to  be 
confined,"  before  any  order  for  his  detention  could  be  issued. 

Two  further  difficulties  were  suggested  by  Mr.  Cross,  the  Home 
Secretary,  in  reply  to  a  deputation  which  waited  on  him  in  1875, 
relative  to  this  subject.     These  were : — 

1.  The  great  numbers  that  would  probably  have  to  be  taken  in 
charge ;  and — 

2.  The  question  of  expense. 

The  former  of  these  objections  is  sufficiently  met  by  proposing 
to  deal  only  with  the  class  of  persons  defined  by  Mr.  Dalrymple  as 
being  "  dangerous  to  themselves  or  others,  or  incapable  of  managing 
their  affairs." 

In  answer  to  the  second  objection,  it  may  be  urged,  in  the  first 
place,  that  many,  if  not  most,  of  those  for  whom  State  control 
would  be  desirable,  are  to  be  found  among  the  wealthier  classes, 
and  could  readily  pay  more  or  less  for  their  maintenance  and  treat- 
ment ;  while,  for  those  who  are  not  so  circumstanced,  a  plan  which 
has  been  pursued  with  much  success  in  America  could  be  adopted  ; 
that,  instead  of  allowing  the  patients  to  remain  idle  in  the  insti- 
tutions where  they  were  confined,  they  should  be  employed  at  some 
remunerative  labour,  the  proceeds  of  which,  after  paying  for  the 
cost  of  their  maintenance,  &c.,  should  be  handed  over  towards  the 
support  of  their  families,  or  should  be  funded  for  their  own  use, 
and  handed  over  to  them  on  leaving. 

Let  us  now  take  a  glance  at  the  history  of  this  question,  and 
notice  the  slow  but  sure  progress  in  public    estimation  that  has 
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marked  its  course.  From  first  to  last  we  may  fairly  concede  to 
Scotland  the  foremost  place  in  ventilating  the  subject,  as  well  as 
in  achieving  whatever  legislative  success  has  been  attained  up  to 
the  present  time. 

In  1855,  before  the  Scottish  Lunacy  Commission,  special  pro- 
minence was  given  to  the  consideration  of  the  best  means  of  dealing 
with  "  insane  drunkards ; "  so,  also,  in  the  Report  of  the  Commis- 
sioners, published  in  1857 ;  and  the  question  was  favourably 
discussed  in  the  leading  journals  of  the  period.  In  the  same  year 
a  paper  on  the  ;'  Medico-legal  Relations  of  the  Habit  of  Intem- 
perance," by  Sir  Robert  Christison,  tended  to  keep  up  the  interest 
which  had  been  excited.  This  was  followed  up  by  a  paper  on  the 
subject  by  Dr.  Peddie,  in  the  Medico-Chirurgical  Society  of  Edin- 
burgh, and  by  numerous  able  contributions  in  medical  and  literary 
journals.  And  in  1869,  in  a  paper  of  very  great  power,  Dr. 
Symonds  brought  the  matter  under  the  consideration  of  the  Health 
Department  of  the  Social  Science  Congress  at  the  annual  meeting 
held  that  year  at  Bristol.  Little  has  been  written  or  said  since 
which  has  not  had  its  foreshadowings  in  that  admirable  paper. 
Shortly  after  this,  Mr.  Donald  Dalrymple,  the  member  for  Bath, 
encouraged  by  statements  as  to  the  successful  treatment  of  inebriates 
in  America,  brought  in,  in  1870,  his  first  bill  to  '  'Amend  the  Law  of 
Lunacy,  and  to  provide  for  the  management  of  Habitual  Drunkards." 
This  bill  not  meeting  with  success,  he  then  visited  the  institutions 
of  Canada  and  the  United  States  to  get  an  insight  into  their 
method  of  working,  and  so  form  an  idea  of  the  success  likely  to 
attend  the  establishment  of  similar  institutions  in  this  country. 
Satisfied  with  what  he  saw,  he  brought  the  subject  before  the 
House  of  Commons  in  1872,  with  the  result  that  a  select  committee 
of  inquiry  was  appointed.  A  vast  amount  of  evidence  was  taken, 
and  in  the  report  which  was  handed  in  in  June,  1872,  it  was 
stated : — 

"That  there  exists  an  entire  concurrence  of  all  the  witnesses  in 
the  absolute  inadequacy  of  existing  laws  to  check  drunkenness, 
whether  casual  or  constant ;"  that  "  it  is  in  evidence  that  a  large  pro- 
portion of  the  criminals  passing  through  our  gaols  attributed  their 
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fall  to  drink.  One  witness  having  stated  the  amount  as  equal  to 
75  per  cent,  in  one  particular  gaol,"  and  that  "  about  20  per  cent, 
of  the  insanity  in  Great  Britain  is  placed  to  the  same  cause ; "  that 
"  there  is  a  very  large  amount  of  drunkenness  among  all  classes  and 
both  sexes,  which  never  becomes  public,  and  which,  without  further 
legislation,  must  go  unchecked." 

The  report  of  this  committee  formed  the  basis  of  the  well-known 
"Dalrymple  Bill  of  1872,"  and  as  future  enactments  must,  we  be- 
lieve, draw  largely  from  its  provisions,  it  may  not  be  out  of  place 
on  this  occasion  to  give  a  brief  resume  of  its  contents. 

It  defines  as  an  "  habitual  drunkard  "  :  — 

(1).  One  who,  in  consequence  of  the  habitual  intemperate 
drinking  of  intoxicating  liquor,  is  dangerous  to  himself  or  others, 
or  incapable  of  managing  himself  or  his  affairs  ;  or, 

(2).  Is  three  times  within  six  months  convicted  in  a  Court  of 
Summary  Jurisdiction  of  some  offence  or  offences  of  the  definition 
whereof  drunkenness  forms  part,  for  which  purpose  a  Court  of 
Summary  Jurisdiction  may  take  judicial  notice  of  previous  con- 
victions in  the  same  court,  or  allow  the  same  to  be  shown  by  such 
evidence  as  to  the  court  seems  sufficient.  And  it  provides  that  "  an 
habitual  drunkard  may  be  received  as  a  patient  for  treatment  into 
a  private  house. 

"  («).  On  their  own  request  in  writing  ;  or 
"  (b).  On  the  request  in  writing  of  a  guardian  of  his  person, 
appointed  as  in  this  Act  provided,  and  not  otherwise. 

"An  habitual  drunkard,  being  convicted  as  an  offender  as 
aforesaid,  may  be  received  as  a  patient  for  treatment  in  a  certified 
industrial  hospital  on  the  order  of  a  Court  of  Summary  Jurisdic- 
tion, made  as  in  this  Act  provided  and  not  otherwise. 

"No  house  shall  be  licensed  at  the  same  time  both  for  the 
reception  of  habitual  drunkards  and  for  the  reception  of  lunatics." 

The  asylums  must  be  licensed,  and  will  be  visited  by  two 
magistrates  and  a  medical  man  annually  appointed  as  visitors, 
twice  at  least  in  each  quarter  of  the  year.  Patients  received  into 
a  licensed  house  at  their  own  request  may  be  detained  by  com- 
pulsion for  the  time  mentioned  in  their  application. 


464  State  Control  for  Chronic  Tnebriates. 

Persons  received  at  the  request  of  others  may  be  detained  for 
periods  not  definitely  specified.  The  application  for  the  detention 
of  such  a  person  must  be  made  to  the  Court  of  Chancery,  which 
"  may  appoint  a  guardian  of  the  person  being  a  habitual  drunkard, 
who  shall  have  like  powers  and  authority  as  the  committee  of  the 
person  of  a  lunatic  made  so  by  inquisition."  "  The  guardian  shall 
also  have  power  to  request  the  reception  of  the  ward  into  a  licensed 
house."  The  Court  will  appoint  a  manager  to  the  estate  of  the 
patient. 

Persons  convicted  as  habitual  drunkards  by  magistrates,  under 
the  second  definition,  are  to  be  sent  to  a  certified  industrial  hospital, 
in  which  such  persons  only  are  to  be  lodged,  clothed,  fed  and 
treated,  and  which  will  be  inspected  by  a  Government  Inspector 
as  well  as  also  by  the  visitors  to  the  licensed  houses.  The  sentence 
of  detention  to  be  for  a  period  of  not  less  than  three,  nor  more  than 
twelve  months ;  and  the  managers  of  the  hospital  may  after  two 
months  permit  the  habitual  drunkard  "  to  live  with  any  respectable  j 
person  willing  to  receive  and  take  charge  of  him."  If  the  patient 
forfeit  his  license  by  misconduct  he  will  have  to  serve  his  full 
time  in  the  hospital.  If  a  patient  refuses  to  conform  to  the  rules 
of  the  hospital  he  may  be  imprisoned  for  twenty-one  days,  and 
will  then  have  to  return  to  serve  his  original  term  of  detention. 
Persons  inducing  patients  to  escape,  or  harbouring  them,  are  liable 
to  a  penalty  of  £10,  or  else  three  months'  imprisonment  without 
fine.  Managers  or  servants  of  hospitals  ill-treating  patients,  or 
permitting  them  the  use  of  liquors  or  drugs,  are  liable,  beyond 
other  punishment  to  which  existing  laws  render  them  liable,  to  a 
penalty  of  £25. 

Such  are  the  main  provisions  of  the  Bill,  which  was  not  read  a 
second  time,  owing  to  political  changes  which  took  place  the  same 
year.  It  however  attracted  much  attention,  and  became  the  subject 
of  an  animated  debate  at  the  Social  Science  Congress  held  in  1873. 

In  July,  1875,  a  most  influential  deputation  waited,  as  we  have 
mentioned  before,  on  Mr.  Cross,  Secretary  of  State  for  the  Home 
Department,  urging  upon  the  Government  the  "desirability  of 
introducing  in  the  next  Session  of  Parliament  a  measure  founded 
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on  the  recommendation  of  the  Select  Committee  of  the  House  of 
Commons,  for  the  control  and  management  of  a  class  of  persons 
known  as  habitual  drunkards  or  dipsomaniacs ;  but  notwithstand- 
ing the  earnest  and  forcible  advocacy  of  the  petition  by  the  veteran 
Sir  Thomas  Watson,  the  deputation  was  politely  dismissed  with  a 
few  specious  suggestions  of  difficulties  to  be  overcome,  and  the 
result  was  nil. 

In  August,  the  same  year,  the  subject  excited  much  attention  at 
the  annual  meeting  of  the  British  Medical  Association  in  Edin- 
burgh. Two  very  valuable  and  exhaustive  papers  on  the  subject 
were  contributed  by  Dr.  Peddie  and  Dr.  Boddington,  and  the 
following  resolution  was  carried  by  acclamation : — "  That  excessive 
intemperance  is  in-  many  cases  a  special  form  of  insanity  which 
requires  special  treatment,  with  a  view,  first,  to  the  recovery  of 
those  affected ;  secondly,  to  the  protection  and  advantage  of  them 
and  of  society.  That  in  the  present  state  of  the  law  such  treat- 
ment is  not  attainable,  and  that  it  is  desirable  that  legal  provision 
should  be  made  to  render  it  attainable." 

In  the  following  year  the  question  was  again  ably  handled  at 
the  Social  Science  Congress  by  Dr.  Alfred  Carpenter ;  and  in  the 
subsequent  discussion  a  part  was  taken  by  Dr.  Cameron,  the 
member  for  Glasgow,  to  whom  the  country  owes  the  Habitual 
Drunkards  Act  of  1879,  which  is  in  force,  if  force  it  can  be  called, 
at  the  present  time. 

Dr.  Cameron's  Act,  as  originally  framed,  was  sound  in  principle 
and  vigorous  in  design,  combining,  as  it  did,  the  necessary  powers 
for  detention  with  the  permissive  character  which  it  still  retains  ; 
but  now,  shorn  of  its  compulsory  clauses,  like  the  play  of  Hamlet 
with  the  part  of  Hamlet  left  out,  it  can  only  be  regarded  as  an 
indication  that  the  current  of  public  opinion  has  begun  to  flow  in 
the  direction  we  would  wish ;  and  thus  we  can  accept  it  as  an 
instalment  of  more  effective  legislation  in  the  future.  The  last 
words  are  used  advisedly;  for  as  it  stands  at  present,  no  statute 
could  be  more  inert.  A  more  adverse  criticism  on  an  Act  than 
the  three  official  reports  already  published  by  the  Inspector  of 
Retreats  it  would  be  difficult  to  find. 

2  G 
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The  first  Report  was  published  on  the  29  th  July,  1881,  and  con- 
tained a  record  of  the  operation  of  the  Act  up  to  December  31st, 
1880.  Up  to  that  date  only  two  retreats  had  been  established, 
and  these  for  male  patients  exclusively,  one  being  licensed  for  four 
patients,  and  the  other  for  ten  patients.  During  the  year  1880, 
fifteen  patients  were  admitted  to  the  two  establishments,  five  patients 
were  discharged,  ten  patients  remaining  under  treatment  on  the 
31st  December.  The  Inspector  adds  (July  1,  1881): — "In  the 
hope  of  being  able  to  give  a  more  encouraging  account  of  the 
number  of  retreats  licensed  under  the  Act,  and  to  gain  a  little  more 
time  for  observation  upon  those  which  existed,  I  have  ventured  to 
delay  submitting  my  Report  to  you ;  but  I  regret  to  say  that,  up  to 
the  present  time,  so  far  from  any  fresh  applications  for  licenses 
being  made,  one  even  of  the  two  retreats  now  reported  upon  has 
ceased  to  exist  since  April  last,  in  consequence  of  the  licensee  having 
decided  not  to  seek  a  renewal  of  his  license." 

Mr.  Hoffman  also  states  that  the  weekly  payments  in  the  retreats 
ranged  from  three  to  four  guineas  for  each  patient. 

The  second  Report  is  dated  July  1,  1882.  As  a  set-off  against 
the  closure  of  one  of  the  two  retreats,  another  was  opened  for  the 
accommodation  of  five  male  and  five  female  patients.  During  the 
year  ending  December  31,  1881,  twelve  patients,  all  males,  were 
admitted  to  the  two  retreats,  and  fourteen  were  discharged,  four 
remaining  under  treatment  at  the  end  of  the  year  (four  patients  at 
Sheepscombe  having  been  discharged  by  a  magistrate  on  the  closing 
of  that  institution). 

The  third  annual  Report,  bearing  the  date  July  1,  1883,  shows  a 
slight  improvement  in  numbers.  Into  the  two  retreats  twenty-five 
patients  were  admitted,  and  fifteen  discharged,  leaving  fourteen 
inmates  under  treatment  on  the  31st  December,  1882. 

It  will  thus  be  seen  that  only  three  retreats  have  been  licensed 
since  the  passing  of  the  Act,  and  that  of  these  three  one  has  been 
closed.  It  is  likewise  noteworthy  that  the  total  number  of  patients 
admitted  to  the  retreats  during  three  years  amounted  in  all  to  fifty- 
two  for  the  United  Kingdom.     These  numbers  speak  for  themselves. 

Anyone  who  reads  the  Habitual  Drunkards  Act  of  1879  must 
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see  that  the  main  cause  of  its  failure  is  its  purely  permissive 
character.  The  drunkard  must,  in  every  case,  take  the  initiative  in 
providing  for  his  own  detention.  Now,  those  who  are  acquainted 
with  the  habits  of  such  persons  must  be  aware  that  one  of  their 
leading  characteristics  is  vacillation.  They  may  be  perfectly  ready 
one  day  to  sign  away  their  liberty  and  enter  a  retreat,  and  the  next 
day  they  are  as  likely  as  not  to  give  an  obstinate  refusal ;  and  as 
certain  legal  forms  have  to  be  gone  through,  and  the  machinery  of 
the  law  moves  slowly,  the  dipsomaniac  is  exceedingly  unlikely  to 
remain  in  a  docile  frame  of  mind  sufficiently  long  for  his  detention 
to  be  accomplished. 

Another  weak  point  in  the  Act  is  this — that  in  it  there  seems  to 
be  no  provision  for  the  treatment  of  pauper  patients.  At  the  West- 
minster Police  Court,  shortly  after  the  passing  of  the  Act,  a  woman 
named  Jane  Elliott  was  brought  before  the  presiding  magistrate  as 
a  habitual  drunkard.  She  applied  to  be  placed  in  a  retreat,  but 
the  magistrate  had  no  jurisdiction  in  the-  matter,  as  no  funds  were 
forthcoming. 

Several  boards  of  poor  law  guardians  who  were  applied  to  with 
reference  to  the  same  difficulty  replied  that  their  duty  was  to  pro- 
vide for  the  relief  of  the  poor,  but  not  for  their  moral  improvement. 
Up  to  the  opening  of  the  Dalrymple  Home  for  Inebriates,  where 
the  terms  are  f  1  lis.  6d.  per  week  upwards,  and  an  entrance  fee 
of  £1  1-s.,  the  Act  was  apparently  only  intended  for  persons  who 
were  able  to  pay,  as  Mr.  Hoffman  states,  the  prohibitory  tariff  of 
three  to  four  guineas  per  week. 

Again,  the  fact  that  the  Act  is  limited  to  a  period  of  ten  years 
must  act  as  an  effectual  barrier  to  private  enterprise.  Few,  except 
the  most  philanthropic  or  else  the  most  speculative  individuals 
would  care  to  hazard  their  capital  on  so  precarious  a  venture.  The 
only  persons  who  could  safely  do  so  are  those  who  might  expect  to 
derive  a  profit  from  other  souroes  as  well — for  example,  the  pro- 
prietors of  lunatic  asylums,  who  are,  to  my  mind,  unwisely  and  un- 
fairly excluded  by  the  Act  from  having  inebriate  l-etreats  attached  to 
their  establishments,  the  objections  usually  brought  forward  being — 
1st,  that  the  constant  association  with  lunatics  might  be  injurious 
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to  dipsomaniac  patients ;  2ndly,  that  a  stigma  might  attach  to  those 
known  to  have  been  confined  in  asylums  for  the  insane ;  and  3rdly, 
that  the  inmates  of  lunatic  asylums,  not  being  necessarily  teetotallers, 
and  total-abstinence  being  a  necessary  condition  to  be  observed  in 
the  treatment  of  dipsomaniacs,  these  latter  might  be  exposed  to  a 
temptation  from  which  it  would  be  desirable  they  should  be  pro- 
tected. In  answer  to  the  first  objection  it  may  be  stated,  as  is 
known  to  anyone  who  has  frequently  visited  well-managed  asylums, 
that  cases  of  an  aggravated  nature,  or  such  as  would  be  likely  to 
cause  injury  or  annoyance  to  others,  are  kept  separate  from  the 
rest,  and  that  the  majority  of  the  patients  under  control  are  perfectly 
harmless,  and  in  many  instances  are  persons  of  culture  and  refine- 
ment, who  may  be  insane  upon  some  one  point  only.  Besides,  it 
would  be  quite  possible  to  have  the  inebriate  retreat  separate  from 
the  rest  of  the  establishment,  were  there  a  sufficient  number  of 
patients  of  the  inebriate  class  to  warrant  the  additional  expense. 
The  second  objection  is  readily  answered  thus — that  there  is  no 
necessity  for  any  publicity,  as  both  duty  and  self-interest  would 
insure  the  silence  of  the  certifying  medical  men  and  the  proprietor 
of  the  asylum  ;  and  it  would  be  only  through  the  indiscreet  utter- 
ances of  friends  that  any  information  could  be  gleaned  by  the 
curious  as  to  the  whereabouts  of  the  patient.  And  with  regard  to 
the  third  objection,  without  entering  into  the  question  of  the  desira- 
bility of  supplying  lunatics  with  stimulants  not  ordered  medicinally, 
it  might  be  suggested  that  stimulants  should  not  appear  habitually 
on  the  table  at  meal-times,  or  else,  as  was  stated  in  answer  to  the 
first  objection,  that  a  separate  portion  of  the  establishment  should 
be  reserved  for  dipsomaniacs  only. 

That  retreats  for  chronic  inebriates  exclusively  would  be  most 
desirable  no  one  can  deny.  There  are  two  such  at  present,  which 
seem  to  be  working  in  a  fairly  satisfactory  manner,  and  these  two 
have  not  their  full  number  of  inmates ;  but  should  the  scope  of  the 
present  Act  be  extended  by  the  addition  of  compulsory  clauses,  it 
would  be  found  in  a  very  short  time  that  the  demand  far  exceeded 
the  supply,  and  a  block  would  inevitably  occur,  unless  the  utilization 
of  existing  institutions  were  at  least  provisionally  permitted.     In 
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fact,  there  does  not  seem  to  have  been  any  necessity  for  special 
legislation  on  the  subject,  an  intelligent  public  being  quite  compe- 
tent to  decide  for  themselves  regarding  such  matters  of  detail. 

Of  course  it  goes  without  saying,  that  in  the  case  of  pauper 
dipsomaniacs  the  Government  asylums  would  be  for  some  time  the 
only  available  retreats,  as  dipsomaniacs,  not  being  criminals,  could 
not  legitimately  be  sent  to  prison. 

The  question  is  often  asked — How  can  you  draw  an  exact  line 
between  drunkenness  as  a  vice,  and  drunkenness  where  it  merges 
into  disease  or  insanity  ?  The  best  answer  that  can  be  given  to 
this  is  to  quote  from  the  words  of  Sir  Robert  Christison,  who,  in 
reply  to  a  similar  ^question,  said  that  "he  was  always  very  cautious 
about  giving  definitions."  He  was  once  asked  in  a  witness-box  to 
give  a  definition  of  insanity.  He  knew  very  well  that  this  was 
but  the  introduction  to  a  dexterous  cross-examination,  and  he 
replied  that  "that  was  a  problem  on  which  twelve  judges  in  Eng- 
land had  tried  their  ingenuity  and  failed ;  that  many  men  had 
written  on  the  subject,  and  failed  ;  that,  therefore,  it  was  not  to  be 
expected  that  he  should  succeed ;  but  that  if  counsel  would  bring 
a  case  before  him,  he.  should  not  only  satisfy  himself,  but  satisfy 
his  questioner,  whether  it  was  a  case  of  insanity  or  not."  The 
point  is  one  which  must  invariably  require  skilled  evidence  to 
decide,  and  any  shrewd  and  well-educated  physician  should  be 
equal  to  the  occasion. 

There  are  two  other  points  at  issue,  both  of  which  in  a  great 
measure  hinge  upon  a  third  point.     These  three  points  are : —  ' 

1.  The  question  of  cure. 

2.  The  question  of  the  time  occupied  in  treatment. 

3.  The  provisions  of  a  bill  most  likely  to  affect  both  these 
questions. 

That  chronic  inebriates  may  in  many  cases  be  cured  there  can 
be  little  doubt,  as  was  clearly  maintained  by  Sir  Thomas  Watson, 
when  addressing  Mr.  Cross  on  the  subject,  in  1875.  He  then 
said,  "  that  if  such  persons  can  be  strictly  debarred  from  all  access 
to  alcoholic  drinks,  they  will  surely,  though  slowly,  recover  from 
this  form  of  mania."     This  is  abundantly  proved  by  statistics.     In 
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Mr.  Hoffman's  Report  for  1882,  before  alluded  to,  we  read  in 
clause  5,  "  the  results  of  treatment  have  been,  on  the  whole,  satis- 
factory," and  he  adds  further — 

"  From  the  detailed  returns  made  to  me  by  the  two  licensees,  I 
find  that  in  one  case  three  out  of  the  five  patients  admitted  during 
the  year  received  decided  benefit,  and  in  the  other  case  nine  out  of 
the  twenty  are  spoken  of  as  "  certain  or  probable  cures ;"  and  in  a 
recently-published  Report  of  the  Fort  Hamilton  Home,  near  New 
York,  furnished  to  the  Legislature  of  the  State  of  New  York,  we 
learn  that,  out  of  600  cases  treated  in  that  institution,  there  were 
100  cases  under  treatment,  and  500  discharged.  Of  this  500, 
the  history  of  283  was  known.  Of  these  283,  about  one-half  were 
improved,  26  per  cent,  relapsed,  and  7  per  cent,  had  either  died  or 
were  in  hospitals  or  lunatic  asylums." 

As  regards  the  time  necessary  for  the  requisite  treatment,  most 
of  those  who  can  speak  with  authority  agree  in  saying  that  it  is 
useless  to  detain  a  patient  for  less  than  twelve  months,  but  that  a 
longer  period  is  desirable,  and  that  the  earlier  the  patients  can 
be  brought  under  treatment  the  greater  will  be  the  prospect  of 
success ;  and  this  brings  us  to  our  last  point — viz.,  the  provisions 
in  a  future  Bill  which  would  be  likely  to  further  both  these 
objects. 

In  America  over  90  per  cent,  of  those  admitted  to  inebriate 
retreats  are  volunteers.  The  reason  of  this  is  that  those  who  are 
refractory  can  be  compelled  to  go  under  treatment,  and  that  by 
voluntary  submission  to  treatment  all  publicity  is  avoided.  The 
knowledge  of  this  power  of  compulsion  in  terrorem  exercises  a 
most  salutary  effect,  and  without  it  the  tentative  system  would  be 
useless.  In  France,  Avhen  it  is  deemed  desirable  to  take  proceed- 
ings in  regard  to  such  persons,  the  members  of  the  family  meet 
together,  constituting  what  is  called  a  conseil  de  famille,  and  is 
presided  over  by  a  judge.  This  body  has  power  to  prevent  an 
individual  from  recklessly  wasting  his  property,  and,  if  violent, 
of  placing  him  in  an  asylum.  A  hint  might  be  taken  from  this  in 
framing  future  legislation  in  this  country. 

No  Bill  can  be  expected  to  be  successful  which  shall  not  be 
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partly  permissive  and  partly  compulsory — permissive  in  allowing 
those  who  are  anxious  to  be  cured  to  place  themselves  voluntarily 
under  that  control,  without  which  cure  is  impossible,  and  com- 
pulsory for  those  who  are  not  willing  to  be  so  restrained. 
An  habitual  drunkard  might  then  be  restrained — 

1.  On  his  own  request  in  writing  (as  in  Act  of  1879). 

2.  On  the  joint  certificate  of — 

(a.)  His  nearest  of  kin. 

(b.)  A  magistrate. 

(c.)  Two  medical  men  who  should  previously  have 
examined  him  separately,  and  who  should  be 
selected  by  the  relative  and  magistrate  aforesaid. 

3.  On  having  been  three  times  within  six  months  convicted  in  a 
court  of  summary  jurisdiction  of  some  offence  or  offences  whereof 
drunkenness  forms  part  (vid.  Dalrymple  Bill,  1872,  sees.  7  &  9). 

The  effect  of  the  first  two  clauses  would  be  the  avoidance  of  all 
unnecessary  exposure,  and  that  of  the  last  two  to  secure  for  the 
patient  that  early  treatment  without  which  a  permanent  cure  has 
been  found  to  be  a  practical  impossibility.  There  can  be  little 
doubt  that  the  success  of  such  a  system  would  be  marked,  and 
that  an  Act  framed  on  these  or  similar  lines  would  be  found  a 
lasting  blessing  to  the  whole  community. 


ON  SOME  ANTISEPTIC  EXPERIMENTS  IN  A 
MORTUARY  VAULT. 

By  CHARLES  A.  CAMERON,  M.D.,  F.R.C.S. ; 

Vice-President  of  the  Institute  of  Chemistry  of  Great  Britain  and  Ireland  ; 
Vice-President,  Royal  College  of  Surgeons,  Ireland. 

[Read  in  the  Sub-Section  of  State  Medicine,  April  10, 1884.] 

The  antiseptic  properties  of  the  mortuary  vaults  of  the  Church  of 
St.  Michan,  Dublin,  are  well  known.  The  bodies  of  persons  placed 
in  them  appear  to  undergo  a  species  of  desiccation  rather  than  of 
putrefactive  fermentation  and  decay.  There  are  mortuary  vaults 
in  other  parts  of  the  world  in  which  a  similar  partial  preservation 
of  bodies  takes  place. 

It  has  not  been  proved  that  the  antiseptic  properties  of  the 
vaults  of  St.  Michan's  Church  are  due  to  the  excessive  dryness  of 
their  atmosphere,  or  to  the  nature  of  the  soil,  or  to  any  other 
assumed  or  suggested  cause.  I  am  not  now  going  to  discuss  this 
question  further  than  to  suggest  that  the  antiseptic  properties  of 
the  vaults  may  be  due  partly  to  their  undoubted  dryness,  partly  to 
the  great  freedom  of  their  atmosphere  from  dust.  Some  years  ago 
it  occurred  to  me  that  it  would  be  desirable  to  ascertain  whether 
or  not  the  fermentation  of  unstable  infusions  of  organic  matter 
would  take  place  as  readily  in  these  vaults  as  in  ordinary  places. 
Accordingly  I  made  the  experiment,  of  which  the  following  are 
the  details  and  results  : — 

An  infusion  of  melon  in  distilled  water  was  prepared ;  a  portion 
of  it  evaporated  to  dryness  left  a  solid  residue  amounting  to  0*84 
per  cent.  This  liquid  was  introduced  into  eighteen  of  Tyndall's 
tubes,  and  the  contents  of  the  tubes  were  sterilised.  This  process 
was  effected  in  the  following  manner : — The  tubes  were  immersed 
for  half  an  hour  in  a  paraffin  bath  heated  to  380°  Fahr.,  and  whilst 
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at  this  temperature  their  orifices  were  sealed  by  means  of  the  gas 
blow-pipe.  It  was  concluded  that  by  this  treatment  the  spores  or 
lova  of  any  organisms  that  might  have  existed  in  the  infusion  were 
rendered  incapable  of  further  development.  The  tubes  were  kept 
i  intact  for  a  week.  On  the  second  day  the  contents  of  two  of  them 
[became  very  slightly  clouded,  and  on  the  sixth  day  quite  opaque 
from  an  abundant  development  of  mycelium.  It  was  clear  that 
the  contents  of  these  tubes  escaped  being  sterilised.  The  contents 
i  of  the  remaining  tubes  were  perfectly  clear.  On  the  seventh  day 
four  of  the  tubes  were  opened  by  breaking  the  ends  of  their  long, 
narrow  necks,  and  the  air  of  the  laboratory  allowed  free  access  to 
them.  In  two  days  their  liquid  contents  became  clouded,  and  in 
about  a  week's  time  they  became  so  thick  that  they  could  not  be 
poured  out. 

On  the  eighth  day  the  remaining  twelve  tubes  were  arranged  in 
a  stand,  and  placed  in  one  of  the  vaults  of  St.  Michan's  Church. 
The  Rector,  the  Rev.  Mr.  Long,  kindly  entrusted  to  me  the  key  of 
the  vault,  which  I  kept  until  the  completion  of  the  experiment.  I 
selected  one  of  the  dryest  of  the  vaults.  My  modus  operandi  in 
depositing  the  tubes  was  as  follows : — I  opened  the  door  of  the 
vault  as  gently  as  I  could,  and  passed  gently  into  the  portion  most 
remote  from  the  door,  and  I  remained  as  motionless  as  I  could  for 
a  space  of  about  twenty  minutes.  I  then  lighted  a  spirit  lamp, 
and  having  heated  a  pincers  in  the  flame,  I  nipped  the  necks  of 
ten  of  the  tubes,  so  as  to  expose  their  contents  to  the  air.  I  then 
emerged  from  the  vault  as  quietly  as  I  possibly  could.  The  slow- 
ness and  gentleness  of  my  movements  were,  of  course,  with  the 
object  of  disturbing  the  air  of  the  vault  as  slightly  as  possible. 

No  person  entered  the  vault  after  this  procedure  until  six  weeks 
had  elapsed,  when,  on  the  day  of  13th  August,  1879,  it  was  again 
invaded  by  myself.  On  this  occasion  I  was  accompanied  by  Dr. 
E.  Lapper,  Lecturer  on  Chemistry  in  the  Ledwich  School  of 
Medicine.  We  removed  the  tubes  to  the  open  air,  and  examined 
them.  In  five  of  them  the  contents  were  very  opaque  and  mucila- 
ginous. The  contents  of  the  remaining  seven  tubes  were  quite 
clear,  and  exhibited  no  signs  of  fermentation.     Two  of  these  tubes 
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had  remained  sealed.  These  tubes  were  conveyed  to  the  laboratory 
of  the  Royal  College  of  Surgeons,  where,  in  the  course  of  a  few 
days,  their  contents  became  turbid  and  mucilaginous. 

I  hesitate  somewhat  in  drawing  any  positive  conclusion  from 
this  experiment.  The  results  certainly  show  that  an  organic 
infusion  remained  without  undergoing  fermentative  changes  for  a 
period  of  six  weeks  during  warm  weather.  What  was  the  cause 
of  this  stability  ?  It  was  clearly  not  due  to  the  air  of  the  vault 
being  dry,  for  the  object  preserved  was  a  liquid.  It  would  seem  to 
be  due  to  the  comparative  freedom  of  the  atmosphere  from  floating 
particles.  The  stillness  in  the  vault  is  remarkable.  The  dust 
which  enters  it  soon  settles  down  gently.  But,  then,  five  of  the 
tubes  contained  turbid  liquid.  It  is  evident  that  germs  from  the 
air  found  their  way  into  these  tubes  through  their  narrow  necks. 
The  air,  then,  was  not  quite  free  from  floating  germs.  On  lofty 
situations  in  Alpine  regions  Tyndall  found  the  air  so  pure  and 
free  from  dust  that  organic  liquids  exposed  for  months  to  the  air 
remained  unfermented.  It  may  be  that  the  air  in  the  vaults  of 
St.  Michan's  Church  is  very  free  from  dust,  and  that  it  is  owing 
to  this  cause  that  organic  matter  does  not  freely  decompose  in 
them.  I  am  disposed  to  believe  that,  in  the  case  of  dead  bodies, 
the  dryness  of  the  air  is  a  factor  in  the  preservation  of  the  bodies. 
A  coffin  containing  a  body  was  removed  from  the  soil  of  a  grave- 
yard, and  deposited  in  one  of  these  vaults.  It  was  soon  covered 
with  large  masses  of  moulds.  After  a  while  the  damp  coffin 
became  dry,  and  in  process  of  time  the  moulds,  the  natural  habitats 
of  which  are  damp  situations,  disappeared. 

In  conclusion,  I  venture  to  think  that  the  results  of  my  anti- 
septic experiments  in  a  mortuary  vault,  long  unpublished,  are 
sufficiently  interesting  to  warrant  my  bringing  them  under  the 
notice  of  the  Academy  of  Medicine.  I  trust  that  the  recital  of 
them  may  induce  other  persons  to  institute  experiments  in  these 
very  interesting  vaults. 


ON  THE  INCREASE  OF  INSANITY,  WITH 
SUGGESTIONS  FOR  THE  REFORM  OF  LUNACY 
LAW  AND  PRACTICE. 

By  THOMAS  MORE  MADDEN,  M.D.,  E.R.C.S.E. ; 

Physician,  St.  Joseph's  Hospital,  Dublin  ; 
Obstetric  Physician,  Mater  Misericordiae  Hospital. 

[Kead  in  the  Sub-Section,  State  Medicine,  April  10,  1884.] 

In  the  Transactions  of  this  Academy  I  recently  discussed  certain 
mental  and  nervous  complaints,  and  I  now  desire  to  call  attention 
to  some  medico-legal  aspects  of  this  subject.  At  the  same  time  I 
shall  offer  further  evidence  of  my  former  contention,  that  insanity 
and  other  cerebro-nervous  disorders  have  lately  increased  to  a  very 
serious  extent  amongst  all  classes,  and  more  especially  amongst  women 
in  whom  mental  disturbances  are  frequently  traceable  to  reflex 
irritation  from  utero-ovarian  causes.  Secondly,  that  owing  to  the 
general  non-recognition  and  neglect  of  these  sources  of  cerebral 
disturbance  many  women  are  now  needlessly  and  improperly  con- 
fined in  lunatic  -asylums.  Thirdly,  I  desire  to  point  out  that  the 
present  administration  of  these  institutions,  and  the  laws  by  which 
this  is  controlled,  tend  to  various  abuses,  amongst  which  that  just 
referred  to  may  be  numbered.  Finally,  I  shall  venture  to  offer 
some  suggestions  for  the  better  administration  of  such  asylums, 
and  for  certain  amendments  which  appear  urgently  called  for  in 
the  existing  lunacy  laws. 

In  the  subjoined  statistics  will  be  found  the  clearest  evidence 
that  insanity  has  rapidly  increased,  and  is  still  increasing,  in  these 
countries,  whilst  its  curative  treatment  has  not  advanced  in  the 
smallest  degree.  This  non-improvement  in  the  curative  treatment 
of  mental  diseases  is  probably  largely  due  to  the  fact  that  all 
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questions  relating  to  insanity  and  other  cerebro-nervous  disorders 
are  abandoned  by  medical  practitioners,  generally  to  those  specialists 
who,  being  officially  connected  with  lunatic  asylums,  are  therefore 
considered  to  have  an  exclusive  and  vested  interest  in  all  that  relates 
to  psychological  medicine.  It  appears  to  me,  however,  that  the 
questions  included  under  this  heading  equally  concern  every  medical 
practitioner  who  may  be  called  on  to  diagnose  and  treat  the 
incipient  stages  of  mental  derangement,  and  those  diseases  which, 
if  neglected,  may  eventuate  in  madness ;  and  on  whom  the  law  still 
imposes  the  responsibility  of  signing  the  warrant  for  the  confine- 
ment of  those  restrained  as  lunatics. 

The  statistical  evidence  afforded  by  the  official  and  other  reports, 
to  which  we  are  about  to  refer,  of  the  increase  of  insanity,  and  of 
its  greater  prevalence  amongst  women,  is  so  conclusive  that  it  seems 
difficult  to  realise  how  any  person  of  ordinary  intelligence,  not 
being  a  medical  superintendent  of  a  lunatic  asylum,  or  a  Com- 
missioner in  Lunacy,  can  dispute  the  fact. 

At  the  present  time  one  in  every  414  of  the  population  of 
England  and  Wales  is  a  registered  lunatic.  In  the  year  1800  there 
was  only  one  lunatic  in  17,300  of  the  population  (Dr.  Powell).  In 
1806  a  Select  Committee  of  the  House  of  Commons  reported  that 
the  total  number  of  lunatics  in  England  and  "Wales  was  2,248.  In 
1819  there  were  6,000  (Burrowes).  In  1823,  8,000.  In  1826 
upwards  of  14,000  (Halliday).  In  1845,  when  the  Commissioners 
in  Lunacy  came  into  office,  there  was  one  lunatic  in  800  of  the 
population,  whilst  in  the  last  or  Thirty-seventh  Annual  Report  of 
the  same  Commissioners  we  find  that  the  number  has  risen  to 
76,765,  or  one  in  414,  being  an  increase  of  1,923  insane  persons 
since  the  previous  year's  Report.  Of  these  42,482  were  female 
lunatics  and  34,482  males.  The  increase  in  the  number  of  female 
lunatics  within  the  year  was  1,188,  and  that  in  male  lunatics  only 
676.  Notwithstanding  these  statistics,  however,  the  Commissioners 
of  Lunacy,  in  their  last  Report,  still  deny  the  actual  increase  of 
insanity,  and  endeavour  to  explain  their  own  figures  away,  or  to 
minimise  their  importance  as  far  as  possible. 

In  further  proof  that  insanity  is  daily  more  and  more  prevalent 
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l'I  may  cite  another  of  the  psychological  authorities  that  dis- 
pute the  fact — Dr.  L.  Eobertson,  who,  in  an  address  in  the 
(Transactions  of  the  last  International  Medical  Congress,  gives  the 
(following  statistics  : — 

P  tLE  No.  I. — Showing  the  number  of  Lunatics  in  England  and  Wales  in 
lie  several  Decenniums,  1860,  1870,  1880,  with  their  Places  of  Residence 
nd  Proportion  to  the  Population. 


1860 

1870 

1880 

Private 

Pauper 

Total 

Private 

Pauper 

Total 

Private 

Pauper 

Total 

i.blic  Asylums    - 
livate  Asylums  - 
,orkhouse3 
•ivate  Dwellings 

2,000 
2,948 

117 

17,442 
1,352 
8,219 
5,980 

19,442 
4,300 
8,219 
6,097 

2,780 
3,144 

356 

28,229 
1,760 

11,358 
7,086 

31,009 
4,904 

11,358 
7,442 

3,754 
3,398 

468 

39,986 
1,141 

16,464 
5,980 

43,730 
4,549 

16,464 
6,448 

Totals    - 

5,065 

32,993 

38,058 

6,280 

48,433 

54,713 

7,620 

63,571 

71,191 

atio  per  1,000  ) 
the  population  \ 

2-54 

16-58 

19-12 

279 

21-52 

24-31 

2-99 

24-15 

24-94 

In  Scotland  also  the  increase  of  insanity  is  shown  by  the  last 
official  reports,  whilst  in  Ireland,  which  some  recent  writers  assert 
is  comparatively  free  from  this  visitation,  the  proportion  of  the 
insane  and  the  rapidity  of  the  increase  of  mental  diseases  appear 
to  be  more  marked  than  in  any  other  part  of  the  British  Empire. 
Since  1851  the  population  of  Ireland  has  decreased  from  6,574,278 
to  5,159,839,  and  yet  within  this  time  there  has  been  an  increase 
of  41  per  cent,  in  the  number  of  registered  lunatics.  In  1881 
this  amounted  to  9,980,  or  1  in  1,291  of  the  population,  and  at 
present  it  has  risen  to  13,820 — that  is,  1  in  369  ;  but  if  [we  add 
to  this  the  6,000  lunatics  who  were  shown  by  the  last  Census 
Report  to  be  at  large  throughout  the  country,  then  there  are  no 
less  than  19,820  lunatics  in  Ireland — that  is,  1  to  every  214  of  the 
population.     Of  the  lunatics  under  restraint  in  asylums  6,866  were 
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males  and  6,955  females,  and  of  these  in  private  asylums  385  were 
female  and  236  male  lunatics. 

The  proportion  per  cent,  of  stated  recoveries  in  cases  of  insanity, 
notwithstanding  the  boasted  progress  of  psychological  medicine 
appears  to  be  no  greater  at  present  than  was  the  case  in  the 
earliest  period  of  which  we  have  any  record  in  the  history  of 
lunatic  asylums.  The  oldest  of  these  institutions  in  England  is 
Bethlem,  and  there  nearly  two  hundred  years  ago  the  proportion 
of  recoveries  was  actually  much  higher  than  is  now  the  case  in 
any  of  our  lunatic  asylums.  Thus,  from  1684  to  1703,  1,294 
insane  patients  were  admitted  into  Bethlem,  and  of  these  890 
were  cured  (Tyson,  cited  by  Burrowes).  Coming  down  to  a  more 
recent  period  in  the  Stafford  Asylum,  during  ten  years,  from  1818 
to  1828,  43  per  cent,  of  all  the  patients  admitted  were  cured. 
About  the  same  time  in  the  Lancaster  Asylum  the  proportion  of 
recoveries  was  39  per  cent.,  and  in  the  Wakefield  Asylum  42  per 
cent.  (Pritchard).  In  1874,  according  to  the  official  report  for  that 
year,  the  proportion  of  stated  recoveries  to  admissions  in  the 
public  and  private  lunatic  asylums  of  England  and  Wales  was 
40*53  per  cent.  This  has  not  been  since  exceeded,  and  in  the  last 
year  reported  on  the  proportion  of  recoveries  was  still  smaller. 

The  foregoing  statistics  prove  that  insanity  is  yearly  increasing 
in  prevalence  amongst  all  classes,  and  that  this  increase  is  most 
notable  in  women,  whilst  the  curative  treatment  has  made  no 
progress.  I  may  now  add  a  few  words  on  some  of  the  causes  of 
this  growing  tendency  to  mental  disorders  observable  of  late  years. 
These  causes  are  moral  as  well  as  physical,  and  both  largely  arise 
from  the  changed  conditions  of  society  within  the  last  two  or 
three  decades — the  race  for  life  being  now  too  generally  run  at  a 
pace  destructive  alike  of  mental  and  bodily  health.  Amongst  the 
many  circumstances,  too  numerous  even  to  enumerate  here,  which 
thus  conduce  to  the  increase  of  insanity,  are  the  prevailing  ten- 
dency to  alcoholism  in  all  classes  and  in  both  sexes,  which  is  too 
apparent  to  those  who  as  medical  practitioners  are  most  con- 
versant with  the  inner  life  of  modern  society ;  secondly,  the 
growing  luxuriousness  and  sensuality  of  the  youth  of  the  present 
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day  ;  thirdly,  the  forced  system  of  education  by  which  the  mental 
powers  are  over-strained  and  prematurely  exhausted  in  the  effort 
to  acquire  that  superficial  smattering  of  pseudo  knowledge  which 
is  now  deemed  universally  essential ;  and,  fourthly,  the  misdirected 
tendencies  of  modern  female  education  in  youth,  and  the  neglect  of 
suitable  occupation  for  women  in  after-life,  must  be  recognised  as 
powerful  moral  factors  in  the  aetiology  of  insanity. 

Having  already  fully  discussed  the  pre-disposing  and  exciting 
physical  causes  of  reflex  cerebro-nervous  disorders  in  women,  and 
especially  the  influence  of  peri-uterine  irritation  in  their  causation 
in  the  "  Transactions  "  of  the  Dublin  Obstetrical  Society,  and  of  the 
Academy  of  Medicine,  The  American  Journal  of  Obstetrics,  Dr.  Quain's 
Dictionary  of  Medicine,  and  'The  Medical  Press  and  Circular,  and 
British  Medical  Journal,  I  shall  not  now  again  dwell  on  them.  I 
may,  however,  add  that  further  experience  proves  that  more  than 
thirty  per  cent,  of  all  the  patients  under  observation  in  the  gynae- 
cological department  of  the  hospital  to  which  I  am  attached  show 
unmistakable  symptoms  of  nervous,  hysterical,  or  mental  disturb- 
ances, consequent  on  their  gynaecological  complaints. 

The  functional  connexion  between  the  cerebro-nervous  and  re- 
productive systems  in  women  is  apparent  at  every  catamenial 
period  from  the  first  appearance  of  menstruation  to  its  cessation  of 
the  meno-pause,  as  well  as  in  every  deviation  from  normal  menstrual 
action  by  the  general  manifestation  at  these  times  of  hysterical  or 
nervous  symptoms.  In  all  chronic  utero-ovarian  complaints,  and 
in  all  forms  of  displacement  of  the  uterus,  the  reflex  consequences 
of  peri-uterine  irritation  are  evinced  by  various  cerebro-nervous 
derangements  ranging  from  hysteria  to  epilepsy  or  insanity. 

A  peculiar  tendency  to  nervous  or  mental  excitability  generally 
accompanies  pregnancy ;  whilst  the  reflex  peri-uterine  causation  of 
certain  cerebro-nervous  disturbances  is  also  evidenced  during  par- 
turition by  puerperal  convulsions,  and  after  delivery  by  puerperal 
mania. 

The  period  of  the  change  of  life,  or  meno-pause,  is  one  of 
special  interest  in  this  connexion,  and,  as  has  been  well  observed 
by  Dr.  Tilt,  "  there  is  then  almost  constantly,  while  this  change  is 
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proceeding,  a  partial  paralysis  of  that  force  which  controls  gan- 
glionic and  cerebral  power,  causing  endless  variation  of  nervous 
irritability  and  an  amount  of  confusion  and  bewilderment  which 
may  for  a  time  deprive  women  of  those  mental  adornments  to 
which  they  have  made  good  their  title  by  forty  years'  enjoyment." 
In  many  instances  I  have  seen  women  thus  affected  display  such 
excitability  of  mind  and  temper,  perversion  of  the  moral  faculties, 
and  disturbances  of  mental  power,  that  it  was  difficult  to  say  whether 
or  not  that  undefinable  boundary  line  which  separates  sanity  from 
lunacy  was  passed.  Under  these  circumstances  I  have  more  than 
once  been  instrumental  in  delivering  women  from  needless  restraint 
in  lunatic  asylums,  and  by  appropriate  treatment  assisted  in  their 
complete  restoration  to  mental  as  well  as  physical  health. 

The  number  of  such  cases  that  have  come  within  my  own 
cognizance,  and  the  growing  tendency  to  place  all  patients  suffer- 
ing from  mental  disturbance,  however  trivial  and  transitory,  in 
lunatic  asylums,  where  little  if  any  attention  is  given  to  the  treat- 
ment of  the  morbid  conditions  referred  to,  justifies  the  conclusion 
that  amongst  the  fifty  thousand  female  patients  now  in  our  lunatic 
asylums  there  are  many  who  should  never  have  been  admitted, 
whilst  others  who  might  be  cured  of  the  reflex  cerebral  conse- 
quences of  peri-uterine  irritation  by  appropriate  medical  care  are 
now,  for  the  want  of  such  treatment,  improperly  confined  as  lunatics. 

I  therefore  venture  to  suggest  some  much-needed  reforms  in  the 
laws  and  system  of  lunacy  administration  under  which  these  and 
other  abuses  are  thus  possible. 

The  facility  with  which  any  person  can  legally  be  consigned 
to  a  lunatic  asylum  is  entirely  unjustifiable.  There  are  nearly 
25,000  medical  practitioners  on  the  Medical  Register,  and  any 
two  of  these,  however  inexperienced,  can  by  their  certificate 
(the  other  required  legal  formalities  being  of  entirely  secondary 
importance)  imprison  any  man  or  woman  in  these  realms  in  a 
lunatic  asylum.  That  this  power  is  well  and  wisely  used  as  a  rule 
is  unquestionable.  But  that  it  is  liable  to  abuses  must  also  be 
obvious.  Not  long  since  I  was  asked  to  give  a  certiBcate  of  ! 
lunacy  in  the  case  of  a  lady  who  had  been  for  years  a  patient  of 
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nine,  and  in  whom  I  could  discover  no  evidence  of  insanity. 
:i  Another  physician  also  refused  to  pronounce  the  patient  mad ;  and 
Lret  within  a  few  days,  on  the  same  document  signed  by  two  others, 
ime  was  sent  as  a  lunatic  into  a  private  asylum.  Those  who  gave 
jihis  certificate  may  possibly  have  been  right,  and  those  who  refused 
jmay  of  course  have  been  wrong.  Still,  a  case  such  as  this,  which, 
j[  am  sorry  to  say,  has  not  been  singular  in  my  experience,  serves 
,to  show  that  a  question  of  such  importance  should  not  be  left  to  the 
larbitrary  and  practically  irresponsible  judgment  of  any  two  gentle- 
men who  happen  to  be  on  the  Medical  Register. 

It  would  be  easy  to  remedy  this  by  enacting  that  no  person 
ishould  be  confined  as  a  lunatic  save  on  the  certificate  of  two  official 
iand  responsible  medical  visitors  or  inspectors  in  lunacy ;  and  that 
:in  the  case  of  supposed  female  lunatics  one  of  these  officials  should 
be  a  physician  who  has  had  some  actual  clinical  experience  of  the 
various  special  functional  disorders  of  women,  the  reflex  conse- 
quences of  which  may  eventuate  in  insanity  or  simulate  it. 

The  laws  relating  to  the  care  and  custody  of  the  insane,  and  the 
official  administration  by  which  they  are  supervised,  differs  widely 
in  the  several  divisions  of  this  so-called  United  Kingdom.  In 
England  the  authorities  charged  with  the  duty  are  the  Commis- 
sioners in  Lunacy  under  the  Act  of  1844 ;  in  Ireland  somewhat 
similar  functions  are  discharged  by  the  Inspector-General  of 
Lunatics,  nominated  in  1845  ;  and  in  Scotland  still  larger  powers 
in  this  respect  are  exercised  by  the  Board  of  Commissioners  in 
Lunacy,  established  in  1858. 

The  first  Act  of  Parliament  providing  for  the  care  and  custody 
of  the  insane  was  the  17  George  II.,  c.  5,  commonly  known  as  the 
Vagrant  Act  of  1744.  By  this  any  two  justices  of  the  peace  were 
authorised  to  confine  and,  if  necessary,  chain  any  dangerous  lunatic, 
and  to  apply  any  property  the  lunatic  possessed  to  his  maintenance. 
Eleven  years  later,  by  the  14  George  III.,  c.  49,  and  again  by  the 
26  of  the  same  reign,  c.  91,  all  lunatic  asylums  in  or  about  London 
were  required  to  be  licensed  and  inspected  by  the  College  of 
Physicians.  In  1828  the  control  thus  exercised  by  the  College  of 
Physicians  was  transferred  to  a  body  of  fifteen  commissioners,  and 

2    H 


482  The  Increase  of  Insanity. 

medical  officers  were  at  the  same  time  required  to  attend  all  lunatic 
asylums.  Subsequently  this  board  was  superseded  in  1833  by  the 
Metropolitan  Commissioners  in  Lunacy,  appointed  by  the  2  &  3  of 
"William  IV.,  c.  107 ;  and  in  1843  their  powers  were  extended  to 
the  county  and  borough  lunatic  asylums  of  England  and  Wales. 
Ultimately,  in  the  following  year,  by  Lord  Shaftesbury's  Act,  or 
8  of  Victoria,  cc.  100  and  126,  the  present  Board  of  Commissioners 
in  Lunacy,  over  which  Lord  Shaftesbury  presides,  and  which  con- 
sists of  three  medical  and  three  legal  paid  commissioners  with  other 
unpaid  commissioners,  was  appointed  and  charged  with  the  admi- 
nistrative responsibilities  of  the  vast  lunacy  system  of  England  and 
Wales.  This  Act  was  further  amended  by  the  16  &  17  Victoria, 
c.  96,  and  the  18  &  19  Victoria,  c.  105.  Amongst  the  other  duties 
thus  imposed  on  these  commissioners  is  that  of  visiting  all  lunatic 
asylums  in  or  about  London  four  times,  and  those  throughout  the 
rest  of  England  and  Wales  twice,  annually. 

The  Irish  lunacy  laws  date  only  from  the  1  &  2  George  IV., 
c.  34,  by  which  district  public  asylums  and  a  central  criminal 
lunatic  asylum  were  established  in  Ireland.  By  the  7  George  IV., 
c.  90,  the  inspectors  of  prisons  were  charged  with  the  duty  of 
annually  visiting  and  reporting  on  all  madhouses  or  places  where i 
lunatics  or  idiots  were  confined.  By  the  5  &  6  Victoria,  c.  23. 
further  provision  was  made  for  the  licensing  and  inspection  oi 
private  lunatic  asylums  in  Ireland ;  and  by  the  8  &  9  Victoria. 
c.  107,  s.  23,  to  the  present  board  of  two  Inspectors  of  Lunatics 
the  supervision  of  Irish  lunatic  asylums  was  transferred  in  1845.   I 

The  appointment  of  officers  of  district  asylums  and  the  custody 
of  dangerous  lunatics  were  provided  for  by  the  30  &  31  Victoria 
c.  118.  The  management  of  the  estates  of  lunatics  and  proceeding; 
under  commissions  of  lunacy  are  regulated  by  34  &  35  Victoria 
c.  22.  And  by  the  38  &  39  Victoria,  c.  67,  certain  amendment, 
were  made  in  the  former  laws  relating  to  the  detention  of  lunatic, 
in  public  and  private  asylums,  and  powers  given  for  the  enlarge 
ment  of  patients  on  certain  conditions,  and  for  the  detention  o 
chronic  lunatics  in  workhouses,  as  well  as  for  making  the  property 
of  lunatics  in  district  asyiums  convertible  for  their  maintenance. 
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I  shall  now  add  a  few  observations  with  reference  to  the  pro- 
portions which,  under  these  laws,  our  present  lunacy  system  has 
I  reached ;  the  enormous  and  yearly  increasing  burden  which  the 
jformer  imposes  on  the  long-suffering  tax-payers  of  these  countries ; 
land  the  urgent  necessity  for  certain  reforms  which  would  improve 
jthe  administration  of  these  asylums,  and  benefit  the  condition  of 
!  those  confined  therein,  and  also  diminish  materially  the  amount  of 
.  public  funds  now  expended  on  these  institutions. 

It  may  be  suggestive  and  interesting  to  glance,  however  briefly, 
at  the  successive  stages  by  which  this  system  has  attained  its  present 
magnitude.  The  first,  and  for  many  years  the  only,  madhouse  in 
London  was  Bethlem,  of  which  a  committee  appointed  to  inquire 
into  its  condition  in  1598  reported  that  the  house  was  "loathsome, 
dirty,  and  not  fit  for  any  man  to  enter."  In  1675  New  Bethlem 
was  opened,  and,  down  to  the  year  1770,  the  inmates  were  publicly 
exhibited,  first  for  twopence,  and  subsequently  for  one  penny  a 
head  for  admission  to  all  who  wished,  as  Dr.  Connolly  says,  to 
enjoy  that  sight.  By  an  Act  of  1774,  already  cited,  some  attempt 
was  made,  apparently  without  much  effect,  to  the  removal  of  these 
fearful  abuses  which,  as  Dr.  Connolly,  in  his  learned  and  eloquent 
disquisition  on  this  subject,  has  shown,  continued  down  to  the 
commencement  of  the  present  century,  when,  in  the  Friends'  Retreat 
for  the  Insane,  near  York,  it  was  demonstrated  by  Mr.  Tuke 
that  "  these  unfortunate  persons  might  be  advantageously  treated 
with  kindness  and  humanity."  From  that  time  institutions  for 
the  insane,  public  and  private,  have  sprung  up  on  every  side,  and 
vied  with  each  other  in  carrying  out  the  humane  and  kindly  system 
thus  introduced  into  York  Retreat. 

In  Ireland,  up  to  the  year  1708,  there  was  no  provision  for  the 
care  or  custody  of  the  insane.  Sir  William  Fownes,a  in  a  letter  to 
Dean  Swift,  says: — "When  I  was  Lord  Mayor  of  Dublin,  in  1708, 
I  saw  some  miserable  lunatics  exposed  to  the  hazard  of  others  as 
well  as  of  themselves.  I  then  had  six  strong  cells  made  at  the 
workhouse  for  the  most  outrageous,  which  were  soon  filled,  and  by 
degrees,  in  a  short  time,  these  few  drew  the  solicitation  of  others, 
a  Wilde's  Closing  Years  of  Dean  Swift.     P.  80. 
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and  in  1728  we  had  in  the  house  forty  and  upwards."  The  second 
attempt  to  provide  for  the  custody  of  the  insane  in  Ireland  appears 
to  have  been  in  1711,  when  cells  were  set  apart  at  the  Royal  Hos- 
pital, Kilmainham,  for  military  lunatics.  In  1 776  ten  cells  were  built 
for  lunatics  in  the  House  of  Industry,  Dublin.  In  1778  this  number 
was  enlarged  to  thirty,  and  from  the  general  increase  of  insanity  in 
the  troubled  times  of  the  Rebellion  in  1798  it  became  necessary  to 
again  add  thirty  additional  cells  for  lunatics.  In  1798  a  lunatic 
asylum  was  also  erected  in  connexion  with  the  House  of  Industry 
in  Cork  ;  and  in  1810  the  Richmond  Lunatic  Asylum  was  com- 
menced. This  was  completed  in  1814  by  aid  of  a  Parliamentary 
grant  of  £77,000.  When  the  first  inspector  under  the  Act  of  1821 
commenced  duty,  the  only  public  asylums  for  the  insane  in  Ireland 
were  the  two  mentioned  in  Dublin  and  Cork. 

How  great  is  the  contrast  between  these  small  beginnings  and  the  , 
present  extent  and  number  of  our  lunatic  asylums,  public  and  private. 
There  are  now  101,096  registered  lunatics  in  Great  Britain  and 
Ireland,  and  of  those  90,869  are  maintained  at  the  public  expense,  ] 
of  whom  68,846  are  in  English  or  "Welsh  asylums,  8,853  in  Scotland, 
and   18,171   in  Ireland.     The  cost  of  the  support  of  the  public  j 
asylums  of  England  last  year  was  no  less  than  £1,033,780,  whilst 
the  Irish  public  asylums  are  supported  at  a  yearly  cost  to  the  tax-  | 
payers  of  £200,000. 

The  object  of  these  asylums  and  of  this  lavish  expenditure  of  ! 
public  money  is  to  secure  the  safe  custody  and  curative  treatment  ' 
of  the  insane,  who,  in  their  own  interest  as  well  as  for  the  public  ;  \ 
weal,  require  restraint  in  such  institutions.     I  would,  therefore,  : 
venture  to  suggest  that  this  purpose  would  be  much  better  effected,  ! 
and  at  much  less  cost  to  the  public,  were  private  lunatic  asylums 
abolished    by  making  them  first  or  second   class  public  asylums 
under  the  same  system  as  that  by  which  the  county  and  borough 
asylums  are  now  administered. 

None  who  have  had  opportunities  as  extensive  as  I  have  of 
visiting  the  medical  institutions  of  other  countries  can  fail  to  return 
home  better  pleased  with  the  general  good  management  of  our 
lunatic  asylums,  public  and  private,  and  with  the  kindly  treatment 
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of  the  patients  in  most  of  them.  Nor  is  it  possible  to  -withhold 
our  sympathy  from  those  who,  in  many  instances  with  great  self- 
sacrifice,  devote  themselves  to  the  care  of  the  helpless  victims  of 
insanity  in  such  institutions. 

At  the  same  time,  however,  I  have  no  hesitation  in  saying  that 
medical  men  are  necessarily  placed  in  a  false  position  when  acting 
either  as  medical  superintendents  of  public  lunatic  asylums  or  as 
proprietors  of  private  ones.  The  duties  of  the  former  are  most 
anomalous  and  complex.  The  functions  of  the  medical  superin- 
tendent of  a  county  or  borough  asylum  now  comprise  those  dis- 
charged in  a  workhouse  by  the  master,  or  in  a  prison  by  the 
governor,  or  on  a  model  farm  by  the  head  steward,  with  those  of 
secretary  to  a  board  of  governors,  as  well  as  all  the  professional 
duties  appertaining  to  the  house  surgeon,  or  resident  physician 
of  a  great  hospital,  superadded  to  which  is  the  performance  of 
whatever  special  duties  may  be  imposed  on  him  as  a  medical 
psychologist  in  charge  of  insane  patients.  It  is  obvious  that  no 
one  person  could  possibly  discharge  all  these  duties. 

The  position  of  medical  proprietor  of  a  private  asylum  is  still 
more  anomalous  and  difficult,  as  it  includes  all  the  varied  and 
incongruous  duties  just  referred  to,  and  which,  in  his  case,  have 
to  be  discharged  under  an  inseparable  sense  of  his  personal 
pecuniary  interests. 

If,  in  Lord  Shaftesbury's  words,  in  introducing  his  Lunacy  Act 
in  the  House  of  Commons,  "  pauper  lunatics  should  be  maintained 
at  the  public  cost,  and  not  be  received  for  profit,  or  as  the  objects  of 
financial  speculation,"  be  true,  then  there  can  be  no  cause  why 
the  insane  of  the  middle  or  upper  classes  should  still  be  differently 
circumstanced  in  the  latter  respect. 

The  only  justification  for.  the  imprisonment  of  lunatics,  rich  or 
poor,  is  their  own  welfare  and  that  of  society,  and  no  vested  right 
or  other  interest  should  be  allowed  to  influence  this. 

Vested -rights,  greater  than  those  of  the  proprietors  of  private 
lunatic  asylums,  have  been  very  summarily  dealt  with  by  Acts  of 
Parliament  within  the  past  few  years.  Therefore,  if  the  public 
welfare  demands  the  abolition  of  private  lunatic  asylums,  there 
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seems  no  reason  why,  their  proprietors  being  of  course  fully  com- 
pensated from  the  public  funds,  these  institutions  should  not  be 
transferred  to  the  administration  of  commissioners  in  lunacy,  and 
governed  by  them  as  first  or  second  class  public  asylums.  The 
surplus  profits  of  these  institutions  might  then  be  made  available 
towards  the  support  of  the  non-paying  or  pauper  asylums,  under 
the  same  central  administration,  and  thus  help  to  relieve  the  public 
funds  from  some  part  of  the  enormous  and  yearly  increasing 
cost  of  our  present  system  of  pauper  lunatic  administration  and 
maintainence  in  such  institutions.  The  non-medical  functions,  now 
discharged  by  the  medical  superintendents,  should  be  transferred 
to  lay  officers,  analogous  to  the  masters  of  workhouses  or  governors 
of  prisons.  Whilst  being  thus  relieved  of  extra  professional  duties 
the  medical  superintendent  should  become  a  resident  physician 
and  be  enabled  to  devote  himself  to  the  care  and  treatment  of  the 
patients,  in  which  he  should  be  only  subject  to  the  advice  and 
control  of  a  medical  board  of  visiting  physicians  and  surgeons. 
Amongst  the  latter,  in  the  case  of  female  lunatic  asylums,  there 
should,  for  reasons  already  stated,  be  appointed  one  or  more  visiting 
physicians  who  have  had  some  clinical  experience  of  the  diseases 
peculiar  to  females. 

Did  time  permit  I  should  have  been  glad  to  refer  further  than  I 
now  can  to  the  unsatisfactory  state  of  the  laws  relating  to  so- 
called  criminal  lunacy  and  the  criminal  responsibility  of  the  insane. 
Many  years  ago  I  submitted  a  communication  on  this  subject  in 
the  Proceedings  of  the  Medical  Society  of  the  College  of  Physi- 
cians, and  since  then  some  of  the  views  and  suggestions  thus 
published  have  been  endorsed,  or  rather  have  been  appropriated, 
by  later  writers. 

It  should  be  needless  to  argue  that  -the  medical  jurisprudence  of 
insanity  comes  within  the  province  of  our  discussions  in  this 
Academy.  Mental  operations  are  accomplished  through,  and  are 
to  some  extent  modified  by,  the  state  of  the  cerebral  organisation ; 
hence  disorders  of  the  mind  act  upon  the  bodily  health,  and 
physical  diseases  in  their  turn  react  on  the  mental  functions. 
This,  however,  is  yet  unrecognised  by  those  who  make  and  those ; 


By  Dr.  More  Madden.  487 

!tvho  administer  our  laws,  and  judges  and  lawyers  still  complacently 
jpropound  as  a  truism  their  fallacious  aphorism  that  "  insanity  is  a 
fact  and  not  a  disease,"  and  that  its  existence  in  any  case  is  to 
be  determined  as  other  facts  by  the  common  sense  of  jurymen, 
and  does  not  require  special  knowledge  for  its  investigation." 
Accordingly,  we  find  ignorant  jurymen  thus  directed  by  judges  who, 
however  learned  and  eminent  in  the  law,  are,  in  this  matter,  little 
better  qualified  than  the  jury,  deciding,  even  in  cases  involving  the 
issues  of  life  and  death,  one  of  the  most  difficult  of  scientific 
questions,  without  any  knowledge  of  the  significance  of  the  facts 
on  which  their  judgment  is  propounded. 

The  difference  between  those  who  possess  merely  good  plain 
common  sense,  to  direct  them  in  deciding  the  question  of  sanity  or 
insanity,  and  those  who  rest  their  opinion  on  scientific  knowledge 
and  experience,  is  analogous  to  the  difference  between  the  power 
of  determining  a  ship's  position  at  sea  by  astronomical  observations 
by  the  skilled  mariner,  and  the  helpless  ignorance  of  an  untaught 
landsman  on  his  first  voyage.  Both  may  contemplate  the  same 
natural  phenomenon,  but  the  one,  aided  by  science  and  experience, 
is  able  to  deduce  therefrom  accurate  knowledge  of  a  fact  which 
the  other,  however  much  good  common  sense  he  may  possess,  can 
know  as  little  as  the  judge,  or  juryman,  generally  does  of  the 
sanity  or  insanity  of  any  person  who  may  be  brought  before  him 
in  a  court  of  law. 

The  danger  that  lunacy  may  be  easily  feigned,  and  that  this 
may  lead  to  the  failure  of  justice  in  criminal  cases,  is  an  idea 
generally  predominant  in  the  legal  mind,  and  frequently  operates 
to  the  prejudice  of  those  in  whose  case  this  plea  is  raised  in 
criminal  trials.  It  would  be  easy  to  show  how  groundless  this 
fear  is.  It  may  be,  and  frequently  is,  difficult  to  detect  madness 
in  cases  where  it  actually  exists.  But  it  is  almost  impossible  for 
any  one  to  feign  insanity  so  as  to  deceive  an  expert  in  this  matter. 

There  are  other  questions  connected  with  the  medical  jurispru- 
dence of  insanity  to  which  only  the  lack  of  time  and  the  length  of 
this  paper  now  prevents  me  referring. 

I  may,  however,  in  conclusion,  again  observe  that  any  future 
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amendment  of  the  laws  relating  to  criminal  lunacy  should  he 
based  on  the  principles  of  the  French  criminal  law  as  expounded 
in  the  64th  article  of  the  Code  Napoleon,  viz. : — "II  n'y  a  ni  crime 
ni  delit  lorsque  le  prevenue  dtait  en  etat  de  d^mence  au  temps  de 
Tact  ion."  Finally,  it  is  desirable  that  medical  commissioners  in 
lunacy  should  be  appointed  with  analogous  functions  to  those  of 
the  nautical  assessors  in  marine  cases,  and  that  those  medical 
assessors  should  assist  and  advise  in  all  trials  in  which  the  plea  of 
lunacy  is  raised. 


SUB-SECTION  OF  ANATOMY  AND  PHYSIOLOGY. 


THE  MUSCULUS   STERNALIS. 
Br   D.   J.    CUNNINGHAM,    M.D.,    F.R.S.E. ; 

Professor  of  Anatomy  in  the  University  of  Dublin. 
[Head  in  the  Sub-Section  of  Anatomy  and  Physiology,  December  6,  1883.] 

The  occasional  presence  of  the  musculus  sternalis  in  the  human 
subject  has  always  been  an  object  of  great  interest  to  anatomists. 
This  arises  chiefly  from  the  difficulty  which  has  been  experienced 
in  determining  its  homologies.  The  most  opposite  views  have  been 
advanced,  and  yet  the  question  remains  as  much  unsettled  as  ever. 

The  four  hypotheses  most  commonly  adopted  are : — 

(1.)  That  it  is  an  extension  upwards  of  the  rectus  abdominis. 

(2.)  That  it  is  an  extension  downwards  of  the  sterno-mastoid. 

(3.)  That  it  is  a  remnant  of  the  panniculus  carnosus,  and  to  be 
associated  in  man  with  the  platysma  myoides. 

(4.)  That  it  is  a  muscle  peculiar  to  man,  and  without  a  repre- 
sentative in  the  muscular  system  of  the  lower  animals. 

These  views  have  all  been  fully  discussed  by  Professor  Turner 
in  his  very  able  and  elaborate  paper  upon  this  subject.  Having 
studied  the  muscle  in  no  less  than  twenty-one  specimens,*  his  views 
are  especially  deserving  of  attention.  He  considers  that  the  balance 
of  evidence  favours  the  opinion  that  it  should  be  classed  with  the 
platysma. 

Last  winter  session  a  new  light  was  thrown  upon  the  nature  of 
the  musculus  sternalis.  Mr.  P.  S.  Abraham,  Curator  of  the  Museum 
of  the  Royal  College  of  Surgeons  in  Dublin,  exhibited,  at  the 
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Sub-Section  of  Anatomy  and  Physiology  of  the  Academy  of  Medicine 
in  Ireland,  a  series  of  anencephalous  foetuses  in  which  this  muscle 
was  present.  In  these  the  muscle  had  attained  a  development  rarely 
seen  in  the  adult  subject.  The  interest  of  his  communication8  was 
centred  not  only  in  the  fact  that  in  six  out  of  eleven  anencephali 
which  he  had  examined  he  found  the  musculus  sternalis  upon  one 
or  both  sides,  but  also  in  his  advancing  the  view  that  the  muscle  in 
question  is  an  aberrant  portion  of  the  great  pectoral  muscle. 

This  theory  did  not  receive  much  support  at  the  time.  It  was, 
indeed,  difficult  to  conceive  how  a  muscle  with  its  fibres  running  in 
so  different  a  direction,  and  entirely  axial  in  its  attachments,  could 
be  associated  with  the  pectoralis  major.  As  it  so  happens,  however, 
there  is  now  strong  reason  to  believe  that  Mr.  Abraham  has  arrived 
at  the  correct  interpretation  of  the  nature  of  the  musculus  sternalis. 

Two  months  ago  Dr.  Little,  the  University  Anatomist,  directed 
my  attention  to  a  well-marked  example  of  the  musculus  sternalis 
which  was  present  in  a  female  subject  which  was  being  dissected 
in  the  Practical  Anatomy  Rooms  of  Trinity  College.  Luckily,  the 
parts  were  quite  undisturbed,  so  I  determined,  if  possible,  to  make 
out  its  nerve  of  supply. 

I  knew  that  if  it  were  an  extension  upwards  of  the  rectus  abdo- 
minis it  would  be  traversed  and  supplied  by  the  terminal  twigs  of 
the  intercostal  nerves  on  their  way  to  the  surface ;  that  if  it  were 
an  extension  downwards  of  the  sterno-mastoid  we  might  expect  a 
twig  from  the  spinal  accessory,  or,  at  least,  from  the  cervical  plexus ; 
that  if  it  belonged  to  the  order  of  the  panniculus  carnosus  it  would 
probably  receive  a  special  branch  from  the  trachial  plexus;  and 
lastly,  that  if  it  were  of  the  pectoral  group  it  would  most  likely  be 
brought  under  the  sway  of  one  or  other  of  the  anterior  thoracic 
nerves. 

An  exceedingly  minute  nervous  filament  was  detected  advancing 
towards  it  upon  the  surface  of  the  pectoralis  major.  On  tracing 
this  inwards  it  was  found  to  reach  the  deep  surface  of  the  musculus 
sternalis  and  break  up  into  terminal  twigs,  all  of  which  sank  into 
the  substance  of  the  muscle.  On  following  the  nerve-filament  out- 
*  Trans.  Acad.  Medicine  in  Ireland.    Vol.  I.     1883. 
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jjwards  it  was  observed  to  pass  through  the  pectoralis  major  and 
fposto-coracoid  membrane,  and  finally  join  the  trunk  of  the  internal 
lanterior  thoracic  nerve. 

It  is  right  that  I  should  state,  however,  that  the  anterior  thoracic 
jnerves  were  not  quite  regular  in  their  origin  or  position.  Both 
arose  above  the  level  of  the  clavicle  by  a  common  trunk  which  took 
origin  from  the  trachial  nerves  by  two  roots;  both  were  placed  to 
i  the  outer  side  of  the  axillary  artery.  The  identity  of  the  internal 
i  anterior  thoracic  nerve  was,  nevertheless,  thoroughly  established  by 
I  its  course  and  distribution.  It  passed  downwards  to  the  upper 
i  border  of  the  pectoralis  minor.  Here  it  divided  into  two  parts ;  of 
these  one  sank  into  the  deep  surface  of  the  small  pectoral,  whilst 
the  other  pierced  the  costo-coracoid  membrane  and  the  pectoralis 
major  to  reach  the  musculus  sternalis.  On  its  way  through  the 
great  pectoral  muscle  it  gave  numerous  twigs  to  its  substance. 
This  latter  branch,  therefore,  represented  the  twig  from  the  internal 
anterior  thoracic  nerve  which,  under  ordinary  circumstances,  emerges 
from  the  anterior  surface  of  the  pectoralis  minor  to  aid  in  the  supply 
of  the  pectoralis  major. 

The  musculus  sternalis,  therefore,  derives  its  nerve-fibres  by  a 
most  circuitous  route  (its  nerve  in  this  instance  measured  fully 
eight  and  a  half  inches  in  length),  and  we  can  only  explain  this  by 
supposing  that  it  belongs  to  the  pectoral  group  of  muscles ;  more 
especially  is  it  brought  into  close  alliance  with  the  great  pectoral 
muscle. 

It  is  unnecessary  here  to  discuss  the  value  of  nerve-supply 
in  determining  muscle-homology.  Everyone  will  admit  that  it  is, 
without  doubt,  the  most  reliable  guide  that  we  possess,  and,  in  this 
particular  case,  it  points  with  more  than  usual  force. 


EXPERIMENTS  ON  THE  CENTRAL  END  OF 
THE  PNEUMOGASTRIC  NERVE, 

(Preliminary  Communication.) 

By  J.  ALFRED  SCOTT,  L.R.C.S.; 

Lecturer  on  Physiology,  Carmichael  College,  Dublin. 
[Read  in  the  Sub-Section  of  Anatomy  and  Physiology,  December  6,  1883.] 

During  the  past  summer,  while  performing  some  experiments  at 
the  laboratory  of  the  Carmichael  College,  in  association  with  Dr. 
Purser,  on  the  connexion  between  the  stimulation  of  certain  nerves 
and  blood  pressure,  our  attention  was  directed  to  the  central  end 
of  the  divided  pneumogastric,  and  as  some  of  the  results  were  so 
constant,  yet  differing  from  the  experience  of  other  observers, 
I  may  be  pardoned  for  occupying  the  time  of  this  Sub-Section  of 
the  Academy. 

The  ordinary  text-books  give  but  little  information  relative 
to  the  effects  of  stimulation  of  the  central  end  of  the  vagi, 
and  that  little  seems  involved  in  some  doubt,  but  the  main  facts 
which  bear  on  the  present  communication  may  be  summed  up  as 
follows : — 

1.  Quickening  of  the  respiratory  movements  if  weak  stimuli 
be  employed. 

2.  Tetanus  of  same  if  strong  stimuli. 

3.  Diminished  blood  pressure  if  stimuli  be  applied  above  junc- 
tion of  the  depressor  nerve. 

4.  Slowing  of  the  heart-beat  if  other  vagus  be  intact. 

The  animals  used  in  our  experiments  were  all  rabbits,  anaes- 
thetised with  chloral  hydrate,  the  cannula  being  inserted  in  the 
carotid  artery,  and  a  Marey's  pneumograph   placed  outside  the  j 
thorax. 
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The  stimuli  were  all  strong  induction  shocks  from  Du  Bois 
jReymond's  apparatus,  secondary  coil  at  from  15-8  mm.,  and  was 
applied  below  the  origin  of  the  depressor  nerve. 

When  only  one  vagus  was  divided,  and  the  central  end  stimu- 
lated, there  was  a  slight  fall  of  pressure  (about  2-3  mm.),  due 
probably  to  dilation  of  peripheral  arterioles,  but  there  was  no 
i|slowing  of  the  heart-beat. 

On  section  of  the  other  vagus  and  again  stimulating,  there  was 
la  considerable  rise  of  pressure  (upwards  of  15  mm.),  which  was 
jaccompanied  by  a  very  remarkable  class  of  heart-beats,  sometimes 
:  during  the  stimulus  and  sometimes  after  it  ceased.  These  beats 
I  were  of  considerable  amplitude,  and  occupied  fully  twice  the  length 
I  of  time  of  the  normal  beat. 

Associated  with  these  phenomena  was  the  cessation  of  respira- 
tion mentioned  above,  which  was  invariably  followed  by  expiration 
when  one  nerve  was  intact,  and  by  inspiration  when  both  were 
divided. 

In  order  to  settle  whether  the  simple  stoppage  of  the  respiration 
affected  the  heart  through  the  blood  current,  we  opened  the  trachea 
and  inserted  a  cannula,  through  which  respiration  was  subsequently 
carried  on. 

On  closure  of  this  cannula  the  lungs  were  necessarily  deprived 
of  air,  and  the  blood-pressure  rose ;  but  in  no  case  was  the  heart- 
beat slowed,  oi"  were  any  appearances  such  as  were  described 
above  found  on  the  tracing. 

These  observations  would  seem  to  show  that  there  is  some  other 
inhibitory  channel  than  the  vagi  by  which  the  heart  can  be 
affected.  The  form  of  the  beats  differs  extremely  from  the 
tracings  of  a  peripheral  stimulus,  considering  that  the  heart  is 
never  stopped  but  only  slowed,  and  that  there  is  an  increase  instead 
of  a  fall  in  the  blood-pressure. 

The  question  naturally  arises — Through  what  channel  do  these 
inhibitions  pass ;  is  it  through  some  yet  undescribed  nerve,  or  is 
it  due  to  a  central  action,  modifying  or  destroying  the  action  of 
the  "accelerator"  nerves? 

To  settle  these  points,  further  experiments  are  necessary,  not 


494  Central  End  of  the  Pneumogastric  Nerve. 

only  on  different  animals  but  under  different  conditions  of  anaes- 
thesia ;  but  in  the  meantime  I  would  be  glad  of  any  assistance  in  j 
the  two  facts  mentioned : — 

1.  Inhibition  of  heart  by  other  channel  than  vagus. 

2.  Tetanus  of  respiratory  muscles  followed  by — 

a.  One  vagus,  cut      -  Expiration. 

b.  Both     „        „  -         -     Inspiration. 


NOTE  ON  AN  EPIPHYSIAL  LAMINA  ON  THE 
BASI-OCCIPITAL  BONE  OF  A  YOUNG  AMERI- 
CAN TAPIR. 

Br  P.  S.  ABRAHAM,  M.A.,  B.Sc.  F.R.C.S. ; 

Member  of  the  Court  of  Examiners  and  Curator  E.C.S.I. 
[Read  in  the  Sub-Section  of  Anatomy  and  Physiology,  February  7,  1884.] 

In  examining  the  macerated  skull  of  a  young  American  tapir, 
which  died  last  year  at  the  Zoological  Gardens  in  Phoenix  Park,  a 
well-defined  sutural  line  was  observed,  situated  on  the  superior,  or 
intercranial,  surface  of  the  basi-occipital  bone,  close  to  the  spheno- 
occipital suture.  On  applying  the  point  of  a  knife,  a  thin  lamina 
of  bone  was  prized  up.  In  position  and  appearance  it  bears  a 
strong  resemblance  to  an  epiphysial  ossification,  reminding  one, 
indeed,  of  the  ring-like  epiphyses  often  connected  with  the  vertebral 
centra.  It  is  so  closely  appressed  and  evidently  beneath  the  level 
of  the  periosteum,  that  I  do  not  think  it  to  be  an  accidental  ossifica- 
tion of  the  dura  mater.  I  am  strongly  inclined,  indeed,  to  look 
upon  it  as  a  real  epiphysis.  It  is  to  obtain  the  opinions  of  the 
members  of  the  Anatomical  Sub-Section  on  this  point  that  I  have 
brought  forward  the  specimen. 

Seeing  that  most  anatomists  now  admit  the  basi-occipital  to  be 
serially  homologous  with  the  vertebral  centra,  the  observation  may 
be  of  some  interest.  Epiphyses  frequently  ossify  late,  and  they 
may  become  ankylosed  very  soon.  It  is  quite  possible  that  this 
particular  one  has  not  been  previously  noticed — not  having  been 
looked  for  in  a  complete  series  of  the  young  skulls  of  various 
animals.  It  is  likely,  moreover,  that  such  a  delicate  lamina  may 
easily  become  lost  during  maceration.  The  surest  way  to  look  for 
it  will  perhaps  be  in  longitudinal  frozen  sections  of  the  whole  head. 
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Since  my  attention  was  directed  to  the  subject  I  have  looked  for 
something  of  the  kind  in  a  great  many  other  skulls,  but  without 
success.  It  is  particularly  interesting  to  me  to  have  found  it  in  the 
skull  of  such  a  generalised  type  of  mammal  as  the  tapir,  but  I 
must  admit  that  in  another  adult  skull  of  the  same  animal  which 
I  have  examined  there  is  no  trace  of  such  an  ossification. 

The  lamina  is  shown  in  the  accompanying  sketch,  Fig.  B,  b, 
page  436. 


DESCRIPTION  OF  PLATE. 

Fig.  B.  Part  of  occipital  bone  of  young  tapir,  seen  from  above  ;  a.  Spheno- 
occipital suture  ;  b.  Epiphysial  lamina  ;  c.  Hypoglossal  foramen  ;  d.  Anterior 
edge  of  foramen  magnum  ;  e.  Sawn  surface. 


ON  SOME  CHINESE  SKULLS. 

By  P.  S.  ABRAHAM,  M.A.,  B.Sc,  F.R.C.S. ; 

Member  of  the  Court  of  Examiners,  and  Curator  R.C.S. 

[Read  in  the  Sub-Section  of  Anatomy  and  Physiology,  May  1st,  1884.] 

These  skulls  form  part  of  a  collection  recently  presented  to  the 
museum  of  the  Royal  College  of  Surgeons  in  Ireland  by  Dr. 
M'Carthy,  R.N.  As  Chinese  skulls  are  not  common  in  this 
country ,a  it  occurred  to  me  that  their  exhibition  might  be  inter- 
esting to  the  members  of  this  Sub-Section  of  the  Academy. 

One  skull  is  complete,  the  other  two  are  calvaria. 

(a)  An  adult  skull.  Sutures  comparatively  simple,  with  con- 
siderable interparietal  ankylosis.  The  nasal  bones  are  not  flattened, 
but  are  well  developed,  standing  well  out,  and  with  the  right  much 
larger  than  the  left.  The  inferior  border  of  the  anterior  nasal  fossa 
is  not  obliterated  or  folded  over — a  character,  the  presence  of  which 
in  Chinese  skulls,  Topinard  lays  much  stress  on.  The  inter-orbital 
septum  is  thick.  In  the  upper  jaw  the  second  premolars  and  first 
pair  of  molars  are  absent,  the  alveoli  being  closed.  In  the  lower 
jaw  the  last  two  molars  on  the  right  side  are  wanting ;  the  angle 
formed  by  the  ramus  with  the  body  is  very  open,  the  coronoid 
process  is  comparatively  small,  and  the  mental  prominence  is  well 
marked.  The  next  specimen  (/3)  has  the  face  wanting;  it  evidently 
belonged  to  an  aged  individual,  being  heavy  and  massive,  and 
with  the  sutures  for  the  most  part  ankylosed.  The  third  (7)  is  the 
calvarium  of  a  young  adult  subject.  The  bones  are  thin  and  light', 
and  the  sutures  ununited.  The  latter  are  comparatively  com- 
plicated, and  there  is  a  well-marked  epactal  bone.     The  sex  of  all 

a  There  was  but  one  other  example  in  the  collection  of  the  Royal  College  of 
Surgeons,  Ireland,  and  in  the  large  craniological  series  in  the  Trinity  College 
Museum,  Dublin,  I  believe  there  are  but  three  Chinese  skulls  and  three  casta. 

2  1 
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three  examples  is  probably  male.  The  cranial  measurements,  taken 
by  Professor  Flower's  methods,  are  as  follows ;  and  for  comparison 
are  added  those  of  the  older  specimen  in  the  Museum : — 

Measurements  of  Chinese  Skulls. 
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Chinese  skulls  belong  to  the  mesocephalic  division,  and  in  fact 
in  all  their  indices  they  approach  neither  of  the  extremes  except 
in  the  case  of  the  orbital,  which  is  always  megaseme.  The  speci- 
men («)  is,  however,  very  brachycephalic,  and  both  it  and  the  old 
specimen  are  orthognathous.  A  great  difference  exists  in  the  two 
specimens  in  their  nasal  indices — in  the  former  the  character  being 
very  platyrrhine,  and  in  the  latter  extremely  leptorrhine.  These 
points  illustrate  the  great  variation  that  may  exist  in  the  skulls  of 
even  such  an  apparently  homogeneous  race  as  the  Chinese,  and 
they  show  how  futile  it  must  always  be  to  attempt  generalisations 
from  small  collections  of  crania. 
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